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GALLBLADDER DISEASE IN THE AGED 


Alec Horwitz, M.D., Washington, D. C. 


As the span of life approaches the biblical three 
score and ten, there is increasing interest and urgency 
in the study of surgery in the aged. Since chronological 
age does not coincide with biological age, it is difficult 
to define the exact time when old age begins. Al- 
though the extremes of 50 and 70 have been used by 
some authors, the majority consider people aged 60 
and over in the old-age group.' According to Strohl 
and Diffenbaugh®* biliary tract disease is the most 
common condition requiring abdominal surgery in 
patients over 70 years of age. Crump,’ in 1,000 
routine autopsies at the Vienna City Hospital in 1927, 
found that about half of the patients past 60 had gall- 
stones. Rosenthal,’ in a study of 300 autopsies, 73°% 
of which were done on patients over 60 years of age, 
found the largest percentage of gallbladder disease 
in the eighth decade. Since the United States Bureau 
of the Census reports for 1954 over 20 million persons 
aged 60 and over and about 8,500,000 aged 70 and 
over, there are several million persons with gall- 
stones in the old-age group. 


Indications for Surgical Intervention 


Nearly all agree that, when gallstones cause symp- 
toms, age is no contraindication to surgical interven- 
tion. Glenn and Hays,® Cole,’ and Colcock and Mc- 
Manus" believe that, symptomless or not, patients 
with gallstones should have operative intervention 
unless there is some real contraindication to surgery. 
Colcock and McManus ° found only about 2% of 2,460 
patients operated on for cholecystitis and cholelithiasis 
to be asymptomatic. They quote Moynihan’s state- 
ment, “It is excessively rare for symptoms .. . to be 
absent when stones lie in the gallbladder.” 

Cole ' points out that there is little significant dif- 
ference in the mortality rate of elective cholecvstec- 
tomy in the young and aged but a vastly increased 
mortality when emergency and mandatory surgery is 
done on the biliary tract in the aged. Bosch, Islami, 
Tan, and Beling ‘ report a trebling of the mortality in 
emergency surgery on patients aged 60 or over (60 
cases). Strohl and Diffenbaugh * point out that there 
is a 25% incidence of acute cholecystitis in aged 
patients with gallbladder disease, that a larger per- 


* Gallbladder disease, sometimes of many year’s 
standing, frequently necessitates surgery in older 
people. In a series of 300 operations for gallbladder 
disease, in which there have been no deaths, 67 
have been in patients 60 years of age and over; this 
included 15 patients over 70. Stones were found in 
64 of the 67 patients. 

Since there is a vastly increased mortality when 
emergency and mandatory surgery on the biliary 
tract is performed on the aged, it is wise to eradicate 
gallbladder disease before old age overtakes the 
patient and before concom tant disease or complica- 
tions of the diseased gallbladder occur. 

Regardless of the patient’s age, calculous cho- 
lecystitis, whether symptomless or not, is an indication 
for remedial surgery, unless there is a specific con- 
traindication to surgical intervention. 

Experience with these patients has led to many 
important principles of preoperative care, anesthesia, 
surgical procedure, and postoperative care. Good 
teamwork on the part of all concerned is imperative. 
Age is no longer an excuse for delaying surgical 
treatment of gallbladder disease. 


centage have gangrene and perforation, and that twice 
as many have common duct disease. All the deaths in 
their series occurred in cases with complications of 
gallbladder disease. Colcock" emphasizes that gall- 
bladder disease should be eradicated before patients 
reach old age and develop complications such as 
jaundice, acute inflammation, and malignancy. We 
doubt whether there is such a thing as a “silent” gall- 
stone, but gallbladders with gallstones should be re- 
moved betore they become “vocal.” For if they begin 
to shriek with malignant changes, it is often too late. 
Perhaps a tew personal experiences will underline 
this viewpoint. 


Report of Cases 


Case 1.~A 77-year-old man was admitted with a two-week 
history of jaundice after an attack of biliary colic. He had had 
colic for over 30 years but had never been urged to have his 
gallbladder removed. In the past year he had had three episodes 
of cardiac decompensation, the last episode, three months before, 
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having necessitated hospitalization for administration of oxygen. 
After several days of preoperative preparation, exploration was 
done, and he was found to have a badly diseased gallbladder 
filled with stones and a common duct greatly dilated and packed 
with stones and debris. A cholecystectomy and a cheledochost- 
omy were performed and T-tube drainage institute: after re- 
moval of the stones from the common duct. He was uischarged 
from the hospital on the 12th day, and his T-tube was removed 
five weeks later after a negative cholangiogram. He remained 
well until 10 months later, when he died from his cardiac con- 
dition. 

Case 2.—A 63-year-old woman was admitted because of 
biliary colic. Four years before she had been refused surgery 
in another city because of high blood pressure and a supposedly 
bad heart. A gallbladder containing many stones was removed, 
and, on opening it, a 6 cm, fungating carcinoma was found. She 
is still well five years later. 

Case 3.—A woman admitting to the age of 83 years entered 
the hospital 24 hours after an attack of biliary colic. She had had 
two or three attacks each year for the past 30 years but had not 
been urged to have surgical intervention. On examination she 
had tenderness and rigidity of the right upper quadrant of the 
abdomen, a temperature of 38.3 C (101 F), a normal amylase 
test, and moderate leukocytosis. Despite the suggestion of the 
family physician for delay, immediate operation was urged. The 
family was reluctant to agree to operation because of the patient's 
advanced age but, finally, after four hours’ deliberation, allowed 


Results of Operative Intervention for Gallbladder Disease in 
Patients Aged Sixty or Over, Review of Other Studies 


No. of No. of 
Author Yr. ~Patients Age Deaths Mortality, % 

Cole 1948-1952 Bt | (60 and over) 1 1.8% 
Behrend, A.: 

Gastroenterology 

8: 762-767, 1947, 147 51 (65 and over) 6 11.7%* 
Strohl and 

Diffenbaugh? 1953 75 (70 and over) 7 9.3% 
Glenn and Hays 1932-1953 317 (65 and over) 20 6.3% 


Coleoek and 
Me Manus* 1950-1953 327 (over 60) 7 2.1%} 


*If 2 cases of carcinoma are excluded, corrected mortality would be 
8.1%. 


tif 4 cases ot + gallbladder or pancreas are excluded, 
corrected mortality would | 


tif 3 eases of choledoe Be Bhes only ure excluded, corrected mortality 
would be 1.2%. 


exploration. To our surprise, on opening the peritoneal cavity, a 
free perforation of the gallbladder was found, with bile and 
debris spilling over into the right paracolic groove. The perfora- 
tion was found to be through a carcinoma in the fundus. The 
liver showed marked hobnail type of cirrhosis. A  cholecys- 
tectomy was done immediately for the extremely acute gall- 
bladder. Except for a short period in which she was critically ill 
because of electrolyte imbalance, she rallied and is now enjoying 
food that her surgeon cannot digest. 

These three examples emphasize that old age is no 
excuse for deferring surgery. In fact, any surgical 
disease that may endanger life, present or future, 
should have the benefit of preventive surgery, pro- 
vided there is no definite contraindication to surgery. 
Surgery should be performed before old age sets in 
and before complications and concurrent disease make 
it more hazardous. It must be added, however, that 
the simple discovery of gallstones should not blind 
one to the possibility of disease elsewhere as the cause 
of the patient’s complaint. A cholecystectomy will not 
cure a cancer of the stomach or intestine that has been 
overlooked. 

The table is a review of the results of several studies 
on operative intervention for patients aged 60 or over. 
The large series of Glenn and Hays ° and Colcock and 
McManus especially underline the low mortality 
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rate in operations on these aged patients. In a series 
of 300 consecutive operations on the gallbladder, done 
by me at the George Washington University Hospital 
since it opened in Aprii, 1948, 67 were on patients 
aged 60 or over. There was no death in the series. 
Such a record could not have been accomplished 
without the excellent teamwork of the house staff, 
nursing staff, and anesthetists. It might be well to re- 
view my approach to the problem of the diseased gall- 
bladder in the aged by analysing this series of 67 cases. 


Analysis of Cases 


Age and Sex.—There were 51 females and i males. 
Thirty of the 67 patients were aged 60 to 64; 22, 65 to 
69; and 15, 70 or over. 

Signs and Symptoms.—All of the patients had a his- 
tory of qualitative food intolerance and indigestion of 
some sort, but 50 had pain severe enough to be con- 
sidered colic. Tenderness and rigidity in the upper 
right side of the abdomen was found in 21 cases, fever 
in 19, and jaundice in 15. A mass was palpated in the 
upper right side of the abdomen in 11 of the patients. 
Roentgen ray examinations were done in 44 of the 67 
cases, with 33 showing stones with or usually without 
function, while 11 showed no function, some even 
after a double dose of dye, iodoalphionic acid 
(Priodax) or iopanoic acid (Telepaque). 

Associated Disease.—In 52 of the 67 cases (77.6%), 
there was some associated disease complicating the 
gallbladder disease. Some of the patients had more 
than one complicating disease. Hypertension was 
noted in 15 cases, coronary disease in 10, diabetes 
mellitus in 8, and other cardiovascular disease in 8. 
Fifteen were sufficiently obese to be considered not 
first-class risks by insurance company tables. Some 
other associated diseases noted were cirrhosis of the 
liver, bleeding peptic ulcer, emphysema, marked 
prostatism, carcinoma of the stomach, polyps of the 
colon, deep phlebitis of the lower extremities, diver- 
ticulitis, and paralysis agitans (Parkinson's disease). 

Operative Findings.-Twenty-three of the 67 (or 
34.3%) patients were found to have either acute 
cholecystitis or chronic cholecystitis with an acute 
exacerbation, as reported by the pathologist. (Despite 
the fact that, in some of the other cases, the gall- 
bladder appeared to be acutely inflamed when seen 
at the operating table, I am, for the sake of uniformity, 
including only those cases in which the pathologist re- 
ported acute inflammation in the gross or microscopic 
examination.) Two of the patients had carcinoma of 
the gallbladder, and one had a papilloma of the gall- 
bladder. Stones were found at operation in 64 of the 
67 cases. In one of the three cases in which stones 
were not found, there was an acute suppurative 
cholecystitis and cholangitis. In another, a re-formed 
small gallbladder, due to a dilatation of the cystic 
duct, was found compressing the common duct, which 
was the cause of this patient's jaundice. In the third 
case, despite a double dose of iodoalphionic acid and 
three x-rays of the gallbladder, there was no function 
reported. At operation, a very diseased gallbladder 
was removed and confirmed by pathological examina- 
tion. Common duct exploration also failed to reveal 
any stones. 
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In 12 of the 64 cases of calculous cholecystitis, there 
was a single stone found. Seven of the 12 patients 
with a single stone developed acute cholecystitis. 
Contrary to popular belief, single stones are more 
hazardous and more likely to lead to acute cholecys- 
titis than multiple stones.’® In eight cases, stones 
were found in the common duct. In all, 38 of the 67 
patients (approximately 56.7%) had some complication 
of gallbladder disease such as a history of an acute 
inflammation, common duct obstruction, or malig- 
nancy. 

Operations.—Cholecystectomy was done in 65 of 
the cases and cholecystostomy in 2. Of the two cases 
in which cholecystostomy was done, one was in an 
82-year-old man with prostatism, uremia, and marked 
arteriosclerotic heart disease who developed severe 
acute cholecystitis. Removal of two huge stones from 
his gallbladder and drainage so improved his condi- 
tion that it enabled the urologist to carry out a success- 
ful prostatectomy. In the second case drainage was 
done because of an inoperable carcinoma of the gall- 
bladder. In 15 or 22.4% of the 67 cases, the common 
duct was explored, and in § of these, about 50%, stones 
were found in the common duct. 


Preoperative Preparation 


In the preparation of the aged patient for operation, 
a careful survey must be made to evaluate the ability 
of the patient to withstand the operation. Patients 
operated upon will fall into one of three categories: 
those with (1) the elective case, (2) the elective case 
with concurrent disease, and (3) the case with compli- 
cations of the diseased gallbladder that make opera- 
tion mandatory. 

Elective Case.—In the elective case, in any patient 
aged 60 or over the value of an electrocardiogram has 
been made evident on many occasions. Not only is a 
preoperative base line obtained in the normal case but 
occasionally a recent, overlooked myocardial infarc- 
tion has been discovered. More important is the prac- 
tical evaluation of cardiac reserve, as exemplified by 
the patient’s ability to be active without distress. In 
addition to other routine laboratory tests, the follow- 
ing tests help to judge the status of the liver: (1) 
thymol turbidity, (2) prothrombin time, and (3) total 
proteins and albumin-globulin ratio. Determinations 
of the blood urea nitrogen values and more refined 
renal function tests may be indicated. For a week 
previous to operation, patients are urged to abstain 
from smoking. This will reduce the hazard of post- 
operative upper respiratory infections, distressing 
cough, and general discomfort of postnasal drip. The 
latter is especially distressing when a nasal tube is 
found necessary. Generous use of hard candy one 
week prior to operation is also encouraged. This 
stores up liver glycogen and adds to greater chances 
of a smoother convalescence. Preoperative hospital- 
ization for a few days allows the above tests to be 
made and is good insurance against unpleasant sur- 
prises on the operating table and in the convalescent 
period. 

Elective Case Complicated by Concurrent Disease.— 
In the elective case complicated by concurrent disease, 
every effort must be made to correlate the facts. After 
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consultation with the internist and anesthesiologist, it 
will be decided when to operate, what type of anes- 
thesia is most feasible, and what measures are to be 
used to mitigate the concurrent disease and prevent 
postoperative complications. Cardiovascular compli- 
cations are very common. Hypertension is not infre- 
quently found. This is not often a contraindication to 
surgery, but it is well to know whether the patient 
has been receiving any sympathomimetic drugs such 
as reserpine or rauwolfia or methonium compounds 
for the reduction of the hypertension. The anesthe- 
siologist especially is interested in this fact because 
of the hypotension that may develop during anesthe- 
sia. According to Coakley, Alpert, and Boling,'' some 
of the hypertensive patients on rauwolfia therapy 
have shown ischemic myocardial changes on electro- 
cardiographic tracings during surgery. These authors 
have suggested that patients on rauwolfia therapy 
should not receive this drug for two weeks prior to 
the surgical procedure, if that is feasible. In case of 
emergency surgery on these patients, vagal blocking 
drugs may be used to prevent and treat the vagal 
circulatory responses. 

Evidence of coronary artery disease is important. 
According to Etsten and Proger,’’ all patients aged 60 
and over should be dealt with as though they had 
coronary atherosclerosis. The problem of surgery in 
the aged is inseparable from the problem of coronary 
atherosclerosis. Gallbladder disease, it must be em- 
phasized, may produce electrocardiographic tracings 
that simulate severe coronary disease. Healed myo- 
cardial infarctions offer no obstacle. Coronary in- 
sufficiency must be evaluated. Often more important 
than changes in the electrocardiogram is the ability 
of the patient to sieep in the recumbent position, walk 
several blocks without distress, or climb stairs without 
dyspnea. For patients who have had recent myo- 
cardial infarction, a delay of three months, if possible, 
is advisable. 

In cases of cardiac decompensation, proper digital- 
ization is imperative, as well as the administration of 
diuretics. In fact, in all of these cases the internist 
must take up the burden of preparing the patient and 
alert the anesthesiologist and surgeon as to the limits 
of operative intervention. Residual urine in the male 
with prostatism and in the female with large cystocele 
calls for a survey of the renal function and possibly 
urinary antiseptics to overcome the common urinary 
infections. 

Diabetes mellitus, even of the severe variety, is not 
much of a problem now. With proper dietary control 
and administration of insulin, surgery is quite safe in 
these patients. Perhaps the only precaution that may 
be wise is the use of antibiotics preoperatively and 
postoperatively, because of the greater tendency of 
these patients to infection. Obvious acute upper 
respiratory infections will cause delay of operation, 
and chronic bronchitis or other respiratory infections 
will call for prophylactic measures. It cannot be 
stressed too strongly that abstinence from tobacco is 
most urgent in these cases. Reaching for a sweet in- 
stead of a smoke is still a very apt slogan for these 
patients. 
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Anemia of varying severity is not uncommon. Many 
of these patients have become undernourished be- 
cause of elimination of various foods in their diet. 
Hypoproteinemia should be looked for and a high- 
protein, high-carbohydrate diet instituted. Many of 
these patients are in chronic shock. Hematocrit studies 
alone will not disclose the marked reduction in blood 
volume in these cases. Preoperative transfusions do 
much to insure against postoperative shock and proper 
wound healing. The addition of multivitamins to the 
diet or their parenteral use when indicated is of great 
value in the undernourished and anemic patient. . 

Complications of the Diseased Gallbladder.—The 
cases of complications of the diseased gallbladder fall 
into three categories: (1) common duct obstruction 
with or without jaundice, (2) acute cholecystitis, and 
(3) malignancy. 

Common Duct Obstruction: Common duct obstruc- 
tion is encountered more frequentiy in the aged. 
Strohl and Diffenbaugh * report double the percentage 
ot common duct obstruction in the aged. Jaundice is 
trequently present. The same precautions and prepa- 
ration are used as in any other age group. It is im- 
portant to rule out hepatitis A or B. The presence of 
gallstones does not necessarily rule out acute hepatitis. 
There is an infrequent type of cholangiolitic hepatitis 
that may be mistaken for obstructive jaundice due to 
stone or malignaney, and it should be kept in mind. 
Preoperative use of vitamin K and blood transfusions 
is imperative. It is best not to operate when the serum 
bilirubin level is rising, unless the jaundice is due to 
malignancy. It is also more hazardous to operate in 
the presence of chills and fever. Intensive treatment 
with antibiotics is indicated. There is no need for 
immediate operation in the case of the patient with 
jaundice. It is more important to decide that it is a 
surgical jaundice and that the patient is in the best 
possible condition to withstand surgery. 

Acute Cholecystitis: Acute cholecystitis in the aged, 
on the other hand, is indeed an emergency. No phy- 
sician treating a patient with biliary colic should be 
satisfied with only relieving the pain with an opiate. 
It is his duty to examine that patient several hours 
later to see if there is tenderness or rigidity in the 
upper right side of the abdomen or a rise in tempera- 
ture. Recurrence of pain, continued vomiting, tender- 
ness, and fever are usually due to a blocked cystic 
duct or a complicating pancreatitis. Such a patient 
should be immediately hospitalized. 

In the hospital it is wise to obtain > leukocyte count 
and a serum amylase test. An electrocardiogram is 
made to help rule out acute coronary disease. No 
drugs or food should be given orally. The pain, if 
very severe, can be relieved by paravertebral block 
from the 6th to the 10th thoracic ganglions on the 
right side with 1% solution of procaine hydrochloride 
(Novocain), rather than the 8th and 9th as suggested 
by Womack and Bricker.’* In the experience of my 
co-workers and me,'* contrary to that of Womack and 
Bricker, it has helped to relieve pain but has not had 
any effect on the pathological process in the gall- 
bladder. Administration of fluids is started intraven- 
ously, and they are given cautiously with the addition 
of 500 mg. of a wide-spectrum antibiotic. The pa- 
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tient’s blood is typed and cross matched for blood 
transfusion. If there is still doubt as to the diagnosis, 
a cholecystogram is useful, especially if it is normal. 
In the aged, gangrene and perforation are much more 
apt to be present. Clinical signs and symptoms do not 
mirror the true pathological state of the gallbladder. 
In the absence of any contraindication to operation, 
such as acute pancreatitis or serious concomitant dis- 
ease, immediate surgical intervention is advantageous. 
It is taken for granted that a competent surgeon, 
proper hospital facilities, and adequate help in the 
operating room are available. 

Malignancy: Malignancy of the gallbladder is ac- 
companied by stones in the vast majority of cases. | 
have personally followed several patients who refused 
surgery for calculous cholecystitis and who finally, 
after many years, died with carcinoma originating in 
the diseased gallbladder. The only patients who sur- 
vive are those in whom the malignancy is found acci- 
dentally in the early stages in the course of a routine 
cholecystectomy. As age increases the percentage of 
malignancy rises sharply.’ It is a definite hazard in 
those cases in which stones have been present for a 
long time. 

Operation 


Expeditious but unhurried surgery will be aided by 
proper light, proper relaxation, and trained assistants. 
In the elective cases, a thorough exploration is very 
important. The type of anesthetic is less important 
than a skillful anesthetist. The use of the Cardioscope 
in those with cardiac disease, is of inestimable value 
if the anesthetist and the surgeon are conversant with 
its use. (The Cardioscope is an electrocardiograph 
so arranged that instead of producing permanent 
tracings it makes the graph momentarily visible by 
the lingering fluorescence excited on a moving strip 
by a beam of cathode rays.) In the acute cases a 
cholecystectomy is the rule, but one need not be 
ashamed to do a cholecystostomy if conditions war- 
rant. 

Postoperative Care 


Postoperative care begins in the operatmg room. 
Restrictive bandaging of the abdomen is avoided. The 
legs are wrapped in elastic bandages from the toes to 
the knee. These are rewrapped daily. In the handi- 
capped patient use of oxygen given nasally or use of 
an oxygen tent is very valuable. Deep breathing, fre- 
quent turning, and pumping the legs against a pillow 
at the foot of the bed are encouraged. 

Early ambulation is practiced in all cases, unless 
there is a specific contraindication. This is begun the 
night of the operation. The patient is first raised up 
at the head of the bed. After a few minutes he is 
made to sit up on the edge of the bed with his feet 
dangling. Deep breathing and coughing are urged at 
this time. He is then made to stand on a stool at the 
side of the bed, and the coughing is again encouraged. 
Then, with help and by holding on to the bed, he is 
made to walk around the bed and get back into bed. 
This is repeated a number of times the next day until 
the patient is able to do so without help. Sitting up 
in the chair is not allowed except for very short in- 
tervals while the bed is being made. 
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Minimal amounts of fluids are given postoperatively. 
Between 2,000 and 2,500 ce. in 24 hours is quite ade- 
quate. Nasal suction for 24 hours is helpful in the 
acute cases, but prolonged suction is avoided. Saline 
solution infusions are avoided the first 24 to 36 hours. 
All fluids to be administered intravenously are given 
slowly. Fluids may be given subcutaneously or rec- 
tally if necessary. Electrolyte imbalance can occur 
very rapidly and must be scrupulously avoided. Seda- 
tives are given cautiously. The aged do not tolerate 
too much sedation. They are apt to become disori- 
ented and confused, especially at night. Side-rails 
will obviate falls and other accidents that could prove 
quite serious. 

The use of antibiotics in cases of infection and as a 
prophylactic in diabetic patients is a wise precaution; 
however, this treatment should be discontinued as 
soon as the need is gone. In general, the aged patient 
needs meticulous care and attention to detail. He 
needs encouragement and gentle firmness without 
pampering. Pleasant surroundings, patience, and 
kindliness will breed confidence and encourage the 
patient to get well. Above all, the close cooperation 
of the internist, the surgeon, and the house and nurs- 
ing staffs is the best recipe for a speedy recovery. 


Summary and Conclusions 


As the span of life has increased, surgery in the 
aged has become an important problem. Because 
gallbladder disease is present in a very high percent- 
age of people aged 60 and over, it is no surprise that 
it is the most frequent reason for intra-abdominal 
surgery. Since the mortality in surgery of the aged is 
greatly increased when concurrent disease is present, 
it is wise to eradicate gallbladder disease before old 
age overtakes the patient and before concomitant 
disease or complications of the diseased gallbladder 
occur. Calculous cholecystitis, whether symptoraless 
or not, is an indication for remedial surgery, unless 
there is a specific contraindication to surgical inter- 
vention. There is little significant statistical difference 
in the mortality rate in the patient with the elective 
uncomplicated case, regardless of age. Age, therefore, 
can no longer be used as an excuse for delay in the 
surgical treatment of gallbladder disease. 

There is a very great increase in the incidence of 
acute cholecystitis, common duct obstruction, and 
carcinoma in the diseased gallbladder in those aged 
60 and over. In acute cholecystitis in the aged, reme- 
dial surgery should be instituted as soon as the diag- 
nosis is established and the patient is ready to with- 
stand it. Delay must be avoided, because the aged 
deteriorate rapidly and perforation frequently occurs 
with minimal physical signs. In the urgent surgical 
case, quick supportive treatment, gentle and rapid but 
unhurried surgery with minimum trauma, smoothly 
efficient operating-room teamwork, and skillful induc- 
tion of anesthesia will be repaid by a lessened mortality 
and morbidity. 

Meticulous postoperative care with attention to de- 
tail, special awareness of the danger of oversedation 
and overhydration, proper electrolyte replacement, 
and early ambulation are imperative. Close coopera- 
tion of the surgeon and internist and efficient and sym- 
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pathetic house and nursing care are of incalculable 
help in tiding these patients over their illness. Pa- 
tience and kindness tempered with gentle firmness 
may spell the difference between success and failure. 
Of 300 consecutive operations for gallbladder disease 
done by me at the George Washington University 
Hospital since it opened in April, 1948, there have 
been no deaths. In 67 instances, the patients operated 
upon were aged 60 or over. 


Farragut Medical Building (6). 
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Effect of Electrolytes on the Heart.—Ever since heart failure 
was precipitated by overdosage of desoxycorticosterone, in treat- 
ing Addison’s disease, it has been realized that excessive sodium 
ingestion or retention led to heart failure not only by hastening 
edema formation, but by actually impairing myocardial effi- 
ciency. Much experimental and clinical evidence has confirmed 
an idea that goes back to the observations of Ringer on the effect 
of electrolytes on the heart beat. There is an ideal balance of 
metallic ions, at which the myocardium functions best, and its 
efficiency is impaired when this balance is altered. Deficits of 
potassium and excesses of sodium seem to be particularly bad 
for the heart. The former is frequent with severe illness, and in 
the diabetic; the latter is the normal state of civilized man, with 
a daily sodium to caloric intake from 10 to 30 times that of his 
anthropoid cousins and 5 to 10 times that of primitive races or the 
sweating masses of poor people throughout most of the world 
today. Thus, it is difficult to be sure that the loss of myocardial 
efficiency with age is actually due to an involutional process, 
and not the cumulative result of decades of injury due to exces- 
sive salt intake and a sedentary existence, with low salt need. 
Perhaps the best evidence for the view that aging alone can 
impair myocardial function is that auricular fibrillation and 
heart failure occur in old horses, which have not been on high 
salt diets and have faultless coronary arteries. . . . Whatever 
the background of failure of the myocardium, this type of dis- 
order responds very well to digitalis and to salt restriction. 
Unfortunately, elderly people are often “set in their ways” and 
do not take kindly to diets of rice, green vegetables, salt-free 
cheese and boiled meat. As Kempner and others have shown, 
the cardiacs who do adhere to such diets, with sodium contents 
comparable with those in the natural diets of the great apes, 
show striking benefit even without digitalis—W. Dock, M.D., 
Aging of the Myocardium, Bulletin of the New York Academy 
of Medicine, March, 1956. 
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BLOOD REPLACEMENT IN THORACIC SURGERY FOR CHILDREN 


Robert M. Smith, M.D., Boston 


As the amount of thoracic surgery in children in- 
creases throughout the country, surgical and anesthetic 
techniques are becoming standardized for some of the 
less complicated procedures. Not infrequently, the 
chief problems in such thoracic operations are related 
to blood loss and its replacement. There are several 
phases of blood replacement in children that may en- 
tail the possibility of serious error. These include the 
initial cross matching and preparation of blood, ap- 
paratus and technique for the establishment of the 
intravenous infusion, the estimation of blood loss as 
it occurs throughout the operation, and the actual re- 
placement of this blood loss by suitable fluids. Cross 
matching must be performed for children and intants 
of all ages with the same care that is required tor 
adults, and methods are similar. 

In the choice of apparatus for intravenous intusions 
in children, two features are especially important. 
The first is a burette that is calibrated in 5-cc. or 10-ce. 
amounts (fig. 1). With infants and small children, it 
is imperative to be able to measure with exactness the 
amounts administered. This is not possible with bot- 
tles calibrated only to 25 ce. or 50 cc. Although the 
open-top burette offers the possibility of contamina- 
tion, it is finely calibrated and is preferable for this 
reason. The second feature is a sate, accurate means 
of pumping blood when the flow is obstructed in the 
small vessels, or when blood is needed to replace sud- 
den hemorrhage. The popular method of speeding 
infusions by forcing air into the transfusion flask is less 
efficient in pediatric work and has the serious danger 
of causing air embolism. If a three-way stopcock is 
incorporated in the set, a 10-cc. syringe may be used 
to pump blood in the desired amounts at the specific 
time it is needed. This method is efficient and does 
not leave any increased pressure in the system after 
pumping. Because commercial sets do not offer the 
finely calibrated containers or the three-way stopcocks, 
my preference is for homemade sets that fulfill these 
specifications. 

The establishment of an intravenous infusion that 
can be relied upon to run throughout a critical opera- 
tion in a small infant calls for considerable skill. In 
all thoracic surgery, we feel it is best to use a “cut- 
down” infusion, whereby the skin is laid open, the vein 
exposed, and a length of polyethylene tubing run into 
the vein and tied in place. The internal saphenous 
vein at the medial malleolus is chosen, on the side 
upon which the patient is to lie during the operation. 
Although it may be easier to have the leg strapped to 
a padded board while the cut-down is being per- 
formed, the board should then be removed if pressure 
sores are to be avoided. If the man starting the in- 
fusion is adept and the child is in relatively good con- 
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© The replacement of blood lost during thoracic 
surgery in children must be done with all the precau- 
tions that are observed in adults, but in addition it 
is imperative that the amounts lost and replaced be 
measured with exactness. 

Blood losses can be followed by actual weighing 
of the sponges used; it is also poss‘ble to estimate 
the amounts taken up by gowns and drapes. 
Replacement can be followed by using a burette 
calibrated to 5-cc. or 10-cc. amounts rather than 25 
or 50, and by using a 10-cc. syringe with three-way 
stopcock to pump the replacement fluid when needed. 
The replacement should be at least 10 to 15% 
ahead of the measured loss in volume. The anesthetist 
and/or surgeon is guided not only by the “in and 
out balance’ but also by the blood pressure, color, 
and other important clinical signs in the patient. 

Proper choice of replacement fluid is essential if 
hemoconcentration, citrate intoxication, hypercal- 
cemia, and similar complications are to be avoided. 
Quantitative data from a number of thoracic opera- 
tions in children illustrate the application of these 
principles, 


dition, the cut-down may be performed after anes- 
thesia is begun. However, if the child’s condition is 
critical or the infuser inexperienced, it may be wiser 
to start the infusion on the ward prior to operation in 
order to avoid undue prolongation of anesthesia time. 

The types of fluid used during thoracic surgery in 
children do not need to be numerous or complicated. 
When the infusion is being started, 5% dextrose is 
first placed in the burette. Although blood is soon to 
be added, occasionally an appreciable amount of this 
“starter” fluid gets into the patient. While dextrose 
so administered will afford the patient only useful 
water and carbohvdrate, sodium chloride solution has 
dangerous potentialities and should be avoided. Cit- 
rated whole blood is used to replace blood loss except 
i patients who show hemoconcentration, as is often 
the case in tetralogy of Fallot or pulmonary stenosis. 
Here, plasma is used durmg most procedures, and 
whole blood is used only if appreciable hemorrhage 
occurs. 

in thoracic surgery, the large incision and wound 
of entry usually cause appreciable blood loss im- 
mediately after the operation is begun. For this rea- 
son, it is wise to begin administiation of blood with 
the first incision and not get off to a poor start. As 
soon as the infusion is established, measurement and 
charting should begin. On a special chart posted on 
the wall of the operating room, note is made of the 
type of fluid given, amount in the burette, rate of flow, 
total administered, and time. This is done at the out- 
set and at frequent intervals thereafter. Careful 
measurement is the basic principle of fluid adminis- 
tration in children. Only by strict adherence to this 
can dangerous errors be avoided. 
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Amount of Replacement 


Certainly, the most important and also the most 
difficult problem concerns the amount of blood or 
fluid that should be administered. Blood loss not only 
varies with different types of operations and accord- 
ing to the size of infant or child but also differs widely 
in similar operations. One child may lose 200 cc. of 
blood during division of a patent ductus, while his 
twin may lose 800 cc. undergoing the same procedure. 
Furthermore, blood loss rarely occurs at an even rate 
but fluctuates markedly in different phases of opera- 
tion. Thus, bleeding cannot be predicted on the basis 
of averages, nor can it be balanced at the end of op- 
eration after time-consuming determinations of blood 
volume. The amount administered during any opera- 
tion must be determined by moment-to-moment ob- 


Fig. 1.—Open-top burette calibrated in 5-cc. or 10-cc. amounts. This 
burette is preferred for infants and small children because it is finely cali- 
brated, making it possible to measure with exactness the amounts of blood 
administered. 


servation in that individual procedure. In a practical 
approach to this problem, two types of information 
may be used as guides in judging blood requirement. 
These are (1) the estimation of blood loss by volu- 
metric or gravimetric methods and (2) the evaluation 
of signs such as blood pressure and color. Other 
factors also come into play, depending on the type of 
operation and the condition of the patient. 
Determination of blood loss by weighing blood- 
soaked sponges was suggested by Wangensteen* in 
1942. This gravimetric method is especially suited to 
thoracic surgery, where dry sponges of known weight 
may be used. For several years this technique has 
been our standard, with use of the adapted dietary 
scale previously described by Gross.* The method is 
simple and easily available to all. Though subject to 
error, it proves as reliable as more elaborate tech- 
niques. A nurse or assistant repeatedly weighs used 
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sponges and notes the weight on the loss chart to- 
gether with the blood measured in the suction bottle. 
The anesthetist and/or surgeon can be kept informed 
of the “in and out” balance. With this information, 
and aided by clinical signs, they can advise further 
regulation of administered blood. 

Measurement of blood loss is the chief factor used 
to guide administration in larger children. Patients 
are watched for signs of shock or excess blood volume, 
but these do not usually appear if measurement is 
carefully performed. One obvious flaw in the grav- 
imetric method is failure to measure biood lost on 
gowns or drapes, which cannot easily be weighed. 
Allowance must be made for this by keeping admin- 
istered blood at least 10 to 15% in excess of measured 
loss. While the gravimetric system is highly useful in 
most thoracic surgery, it is especially valuable in two 
particular conditions: first, in patients who have poor 
myocardial function or pulmonary hypertension and 
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Fig. 2.—Normal blood loss during division of patent ductus in a boy 4 
years and 10 months old. 


in whom blood volume must be kept within restricted 
limits; and, second, in cases where there is sudden, 
profuse hemorrhage. Here, when blood flows freely 
and enthusiastic efforts are made to replace it, tre- 
mendous errors can be made. The measurement of 
such blood loss is relatively easy and accurate, how- 
ever, for most of it can be suctioned or sponged away, 
actually with less error than when loss is protracted. 
The value of the gravimetric system is illustrated by 
figures 2 through 6. 

Figure 2 shows normal blood loss during division 
of patent ductus in a boy 4 years and 10 months old. 
Here, the operation, which lasted approximately two 
hours, entailed a measured loss of 255 cc. of blood. 
The loss appeared to slow after opening of the chest 
and to speed up upon release of ductus clamps and 
during closure. Administration was kept safely ahead 
of loss throughout, and blood pressure was held with- 
in desirable limits. The patient was a good risk, and 
the operation was uneventful. Figure 3 shows in- 
creased blood loss during the repair of pectus ex- 
cavatum in a boy 12 years and 9 months old. There 
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was considerable loss of blood throughout most of the 
operation and a condition bordering on shock. Rapid 
exchange of blood could have caused the introduction 
of large error, but, with continuous measurement, 
blood replacement was effective and left the patient 
with a safe balance at the end of operation. 
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Fig. 3.—Increased blood loss during the repair of pectus excavatum in a 
boy 12 years and 9 months old. 


Figure 4 shows the changing rate of blood loss dur- 
- ing the repair of coarctation of the aorta in a 13-year- 


old child. There was rapid and marked bleeding 


while the chest was being opened, with simultaneous 
replacement. For two hours there was minimal loss 
and then considerable bleeding with release of clamps 
and closure of wound. By measuring loss at short 
intervals throughout the course of the operation, re- 
placement could be maintained close to and slightly 
ahead of loss, regardless of its rate or extent. Figure 5 
shows blood loss of a child who was a poor risk, with 
a narrowed margin of safety. This 10-year-old child 
had tetralogy of Fallot, involving decreased cardiac 
reserve and marked hemoconcentration. Although 
blood loss was not marked, it was necessary to keep 
the plasma repiacement very close to the loss to avoid 
either overloading the heart or allowing development 
of shock. Figure 6 shows blood replacement in a new- 
born infant with tracheoesophageal fistula and esopha- 
geal atresia. Though measurement of such minute 
losses offers large possibility of error, any loss that can 
be measured can be taken as a minimum, and addi- 
tional requirements may then be estimated. Measured 
loss of 60 cc. of blood and administration of 90 ce. 
represents a typical example of this procedure. 


Clinical Signs 


The measurement of blood loss by no means ex- 
cludes the use of clinical signs as a guide to blood 
replacement. Determination of the blood pressure, 
with suitable small cuffs and stethoscopes, is practical 
in children as young as 9 months old. Under this age, 
blood pressure usually is difficult to follow satistac- 
torily. The pulse rate is less useful as a sign of fluid 
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balance in children because the rate is usually rapid 
with the patient under anesthesia and often does not 
increase in shock but merely shows a terminal anoxic 
bradycardia when the patient is moribund. In con- 
trast to pulse rate, the strength or volume of the pulse 
proves an extremely useful sign of blood volume. 
Even a newborn infant should have a palpable radial 
pulse. A reliable practice in small infants is to evalu- 
ate the radial pulse at the start of operation and to 
give sufficient blood to maintain the pulse at its initial 
strength throughout the procedure. 

The color of the skin, lips, and conjunctivas is useful 
in guiding blood administration. Blanching appears 
more readily when ether is used in cold operating 
rooms and when the patient is blonde, and allow- 
ance may be made for this. A sign of much value in 
infants and small children is the intensity of the heart 
sounds as heard through a stethoscope strapped to the 
patient’s chest. If the left side of the chest is to be 
entered, the stethoscope may be strapped to the right 
chest wall with excellent results. Heart sounds, initial- 
ly of excellent quality, will disappear entirely with 
serious blood loss and return with replacement of 
blood. 

In small infants, the above signs are relied upon 
heavily. An additional aid is the visual estimation of 
blood on sponges. This proves more useful with small 
infants, where it may take several minutes to soil a 
single sponge, by which time the blood is dried and 
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Fig. 4.--Changing rate of blood loss durmg the repair of coarctation of 
the aorta in a 13-year-old child. 


the weight gone but the stain left. If blood-stained 
sponges are calibrated by measuring 1, 5, 10, and 20 cc. 
of blood and spreading it on different sponges, a use- 
ful estimate can be made during operation. A problem 
may arise when measurements show adequate re- 
placement of blood loss but the patient shows signs of 
shock. In such cases, clinical signs should be relied 
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upon, for it usually proves that there has been con- 
cealed, unmeasured hemorrhage that has not been 
replaced, and blood is needed. This situation has oc- 
curred several times at the end of operation, and it 
serves as a good indication for a careful blood volume 
determination by dve or isotope technique. 
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Fig. 5.—Blood loss of a 10-year-old child with tetralogy of Fallot who 
was a poor risk, with a narrowed margin of safety. 


Complications 


Transfusion has always involved dangers, and these 
have not yet been eliminated. Errors in cross match- 
ing or clerical errors that occur in handling blood may 
cause reactions of incompatibility. These may become 
evident during operation by profuse oozing from 
wound surfaces or by rapid pulse and drop in blood 
pressure.’ Pyrogenic reactions may be suspected if 
patients show urticarial wheals. These can be con- 
trolled by antihistaminics.' Undoubtedly, the greatest 
dangers lie in failure to give the correct amount of 
blood. Inadequate replacement may be due to tech- 
nical difficulty in starting or maintaining the infusioi. 
or in underestimating the loss. Of equal danger is the 
overenthusiastic use of excessive amounts of blood, 
which may cause increased cardiac load, pulmonary 
edema, and death. This is especially apt to occur if 
large amounts of blood are left in burettes and bottles 
after operation. On return to the \ vard, it is wise to 
leave only enough fluid in the burette to run two to 
three hours, so that a six-to-eight-hour allotment can- 
not inadvertently run in quickly and drown the 
patient. 

Citrate intoxication has appeared as a real cause of 
concern during major surgery in children.” When 
large amounts of blood are replaced rapidly, a child 
may be unable to metabolize the citrate with sufficient 
speed. The presence of excess citrate ties up icnized 
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calcium, with resultant cardiac depression. This is 
more likely to occur in patients who have preexisting 
cardiac or liver insufficiency and in patients in shock." 
Although there have been no cases of suspected citrate 
intoxication in our thoracic procedures, two deaths 
occurred during abdominal operations in which citrate 
intoxication probably played a large part. In each 
case, rapid exsanguinating hemorrhage took place 
during removal of a large abdominal tumor. Blood 
was replaced rapidly, but death ensued immediately 
after replacement. After efforts at resuscitation were 
abandoned, intracardiac blood was withdrawn to de- 
termine citrate concentration. Levels of 148 and 162 
mg. per 100 ce. respectively were found. The normal 
plasma citrate level is 2 mg. per 100 cc.,’ rising from 
50 to 80 mg. per 100 cc. in repeated transfusion. Al- 
though other factors may have been present, such 
excessive citrate concentration strongly suggests this 
to have been the primary cause of death. 

In order to prevent recurrence of such complica- 
tions, calcium chloride is used when blood or plasma 
is given rapidly or in large amounts or when cardiac 
activity appears depressed without apparent reason. 
The dosage is subject to varying factors but is based 
on the experience gained with replacement transfusion 
where 1 cc. of 10% calcium chloride is given for each 
200 ce. of blood replaced. The use of calcium, in turn, 
entails the possibility of further complications. Ex- 
cessive calcium administration may cause slowing of 
the heart and a fall in blood pressure. A further dan- 
ger exists if calcium is given to patients who are digi- 
talized, since the digitalis effect may be markedly 
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6.—Blood replacement in a newborn infant with tracheoesophageal 
fistula and esophageal atresia. 


potentiated.“ This was thought to have been the cause 
of death in a 9-month-old infant during valvulotomy 
for pulmonary stenosis. The child had been in poor 
condition and was receiving digitoxin prior to opera- 
tion. Considerable blood loss was associated with the 
actual valvulotomy, and, with blood replacement, 400 
mg. of calcium chloride was given intracardially. The 
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heart dilated rapidly, stopped, and did not respond to 
attempts at resuscitation. Digitalis potentiation bv 
calcium seemed a reasonable explanation in this case, 
though further evidence might be desired. 


Summary 


The success of thoracic surgery in children often 
depends on correct blood replacement. Special atten- 
tion must be paid to the details of apparatus and the 
technique of establishing infusions. Careful measure- 
ment of administered fluid is necessary. Replacement 
of blood is guided by gravimetric measurement of 
blood loss and estimation of clinical signs. Complica- 
tions include incompatibility reactions, pyrogenic re- 
actions, shock, overreplacement, citrate intoxication, 
and digitalis potentiation by calcium. 
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NEWER ROENTGENOGRAPHIC TECHNIQUES IN THE DIAGNOSIS 
OF RETROPERITONEAL TUMORS 


John A. Evans, M.D. 


Nathan Poker, M.D., New York 


It is perhaps no exaggeration to say that today 
roentgenographic methods and techniques play a large 
role in modern diagnosis. In no region of the body is 
the need for these techniques in the detection of ab- 
normality more necessary than in the retroperitoneal 
structures. Tumors of the retroperitoneal space have, 
more often than not, presented diagnostic problems of 
considerable difficulty. This is related to the deep- 
seated anatomic location of this area, to its relative 
inaccessibility when conventional diagnostic proce- 
dures are used, and to the lack of specific, efficient, 
and practicable methods of examination for this 
region. 

A sharp distinction is made between tumors arising 
from the retroperitoneal abdominal organs (i.e., kid- 
ney, adrenal, pancreas, and gastrointestinal tract) and 
tumors originating in the retroperitoneal connective 
tissues (primary retroperitoneal tumors). Tumors of 
the first category present urologic or gastroenterologic 
problems of special difficulty. The latter group has 
been described in a considerable literature of reports 
and reviews that contain a uniformly pessimistic note, 
most series showing a preoperative diagnostic accu- 
racy not exceeding 35%.’ 

The paucity of early symptoms, the uncertainty of 
physical examination, and the frequent absence of 
positive laboratory findings cast particular importance 
on the role of roentgenographic diagnostic procedures 
in arriving at a correct conclusion in such cases. All 
authors are in agreement as to the superiority of 
roentgenographic diagnosis in this field. A recent re- 
port’ compares cases reviewed before 1930, when 
“sufficient determinative roentgen study was missing,” 
with cases after 1940, “with greater reliance on roent- 


From the Department of Radiology, the New York Hospital—Cornell 
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* Special difficulties hamper the diagnosis of tumors 
in the space behind the posterior parietal perito- 
neum, above the level of the sacrum, and up to the 
12th rib and 12th thoracic vertebra. Two of the 
newer roentgenographic techniques have proved 
especially helpful, namely, nephrotomography and 


ore 


The technique of nephrotomography involves the 
precise timing of the intravenous injection of contrast 
medium and the taking of tomograms at preselected 
levels. It has given valuable information about cysts 
and tumors in 195 cases in the experience of the 
authors. A recent improvement in retropneumography 
uses oxygen in place of air to avoid air embolism. 


gen studies,” and notes a “striking percentage” of 
correct preoperative diagnoses in the second group. 
With progress in roentgenographic technique, equip- 
ment, and contrast agents and their more widespread 
application, it is inevitable that retroperitoneal tumors 
will be diagnosed correctly with greater frequency 
and earlier than heretofore. 

It is the purpose of this presentation (1) to review 
certain newer roentgenographic diagnostic procedures 
as they are applied to the investigation of the retro- 
peritoneal space, (2) to assess the relative value of each 
in the study of primary retroperitoneal tumors and 
tumors of the retroperitoneal viscera, and (3) to evalu- 
ate their significance in the practical clinical manage- 
ment of the patient. 


Anatomy 


The term retroperitoneal space is defined as that 
portion of the lumbar and iliac regions between the 
posterior parietal peritoneum and the posterior wall 


and 
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of the abdominal cavity. It extends upward to the 12th 
rib and the 12th thoracic vertebra and downward to 
the sacrum and the iliac crest. Its lateral border is 
demarcated by the lateral border of the quadratus 
lumborum. This space contains adipose tissue, adenoid 
tissue, areolar tissue, muscle, blood vessels, sympa- 


Fig. 1.—Nephrotomogram of 51-year-old patient with migrating phlebitis 
who during course of hospital examination was found to have an abnormal 
pyelogram suggesting multiple cysts of left kidney. Nephrotomogram con- 
firmed presence of multiple cysts of left kidney and demonstrated an un- 
suspected large cyst occupying upper pole of right kidney. 
thetic and somatic nerves, ganglions, and the retro- 
peritoneal viscera consisting of the kidneys, adrenals, 
pancreas, segments of the gastrointestinal tract, the 
aorta, and the inferior vena cava. Tumors may arise 
from any of these structures. Their growth and exten- 
sion is in an anterior direction, and they may raise any 
of the abdominal viscera away from the posterior 
abdominal wall. They may grow downward over the 
sacral promontory into the connective tissues of the 
pelvis and the sigmoid mesocolon. They may encroach 
on any intra-abdominal organ. When large, their 
origin may no longer be determinable. 


History 


The first description of a retroperitoneal tumor is 
usually attributed to Morgagni,’ who in 1761 cited a 
case from the records of Valsalva. An autopsy on a 
60-year-old female showed a large tumor in the center 
of the mesentery connected with the “adipose mem- 
brane.” The first use of the term “retroperitoneal sar- 
coma’ was made by Lobstein in 1829. Virchow men- 
tioned these growths in his “Geschwiilste” in 1856. 
Up to about 1880, tumors of the retroperitoneal area 
were considered either as sarcomas or as pancreatic 
cysts and not further studied. 


Conventional Roentgenographic Examination 


The accepted roentgenographic criteria for retro- 
peritoneal tumors as visualized on conventional exami- 
nations are (1) lateral, mesial, or anterior deflection of 
the ureter; (2) compression or distortion of the renal 
pelvis and calices; (3) renal rotation; (4) obscuration 
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of the psoas shadows; (5) soft tissue masses; and (6) 
radiolucencies produced by lipomatous tumors. Of 
the conventional examinations, three are of impor- 
tance: (1) the plain abdominal film, (2) gastrointestinal 
examination in anteroposterior and lateral projections 
(this may show either an intrinsic intestinal tumor or 
displacement of the intestine by an adjacent space- 
occupying lesion), and (3) pyeloureterography in an- 
teroposterior and lateral projections (this has been 
termed the keynote to diagnosis *). 

It is not within the scope of this report to discuss in 
detail the various manifestations of retroperitoneal 
tumors as studied by these conventional methods. A 
number of excellent reviews * have dealt adequately 
with such findings. Less familiar are the newer tech- 
niques of nephrotomography, presacral air insulation, 
and the combined use of these methods. Translumbar 
aortography, although a well-established procedure, 
must be reevaluated in the light of these newer 
methods. 


Newer Roentgenographic Techniques 


While discussed here chiefly with respect to renal, 
pararenal, and adrenal masses, these methods are 
frequently applicable to other types of retroperitoneal 
tumors. We wish to outline these procedures, to dem- 


Fig. 2.—Aortogram phase of nephrotomogram, showing extensive patho- 
logical vasculature involving entire left flank, in 50-year-old woman with 
rapidly developing left-flank mass. (Nephrotomogram revealed large, ir- 
regularly opacified mass involving left kidney. Diagnosis: necrotic carci- 
noma of left kidney. Confirmed at operation. ) 


onstrate selected cases, to state our diagnostic criteria, 
and to present a brief summary of results obtained 
to date. 

The most commonly encountered retroperitoneal 
abnormality is disease of the kidneys. While conven- 
tional contrast roentgenography of the upper urinary 
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tract has resulted in a high degree of diagnostic ac- 
curacy in diseases of the kidneys and ureters, it has 
not in many instances been capable of differentiating 
between renal cyst and neoplasm. It has likewise fre- 
quently failed to provide definitive information con- 
cerning the adrenal glands. In recent years certain 


Fig. 3.—Left suprarenal pheochromocytoma (arrow). Note similarity in 
appearance to pseudotumor of stomach (fig. 5). 


specialized roentgen techniques utilizing newer con- 
trast mediums have further narrowed the gap between 
the recognition of structural abnormality and _ speci- 
ficity of diagnosis. 

Nephrotomography in the Investigation of Renal 
Masses.—The character of a renal mass may now be 
identified with reasonable exactness as the result of 
translumbar aortography and nephrotomography. It 
is our opinion that nephrotomography is simpler, less 
hazardous to the patient, and more informative than 
aortography. Nephrotomography is a technique for 
opacification of the renal parenchyma by means of 
rapid intravenous administration of contrast agent 
followed by tomography (laminography) in the mid- 
coronal plane of the kidney. Excellent delineation of 
functioning renal parenchyma, free of superimposed 
intestinal and gas shadows, is thereby obtained. Non- 
functioning or malfunctioning areas of renal par- 
enchyma, such as occur in cysts or neoplasms of the 
kidneys or adjacent tissues, can thereby be detected.* 
The essential features of the technique as initially 
used were (1) an intravenous aortogram, (2) a plain 
nephrogram, and (3) a nephrotomogram. The plain 
nephrogram has proved not to have any specific value 
and therefore has been eliminated. 

The addition of certain other minor modifications 
in technique perhaps justifies a recapitulation of the 
technical phases of the examination. 1. The patient is 
placed on a radiographic table equipped for tomog- 
raphy, and, prior to the start of the examination, the 
entire procedure is carefully explained and rehearsed. 
2. Preliminary test tomograms are obtained to deter- 
mine the level that best visualizes the kidneys. 3. After 
this, a no, 12 gauge Robb-Steinberg angiocardio- 
graphic needle is inserted into an antecubital vein. 4. 
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Dehydrocholic acid (Decholin) circulation time is then 
measured to gauge the time of exposure of the aorto- 
gram phase. 5. After measurement of the circulation 
time, a 50-cc. syringe is filled with one of the concen- 
trated organic iodinated contrast agents to which has 
been added 5 ce. of dehydrocholic acid. For the con- 
trast agent we have used a 70% solution of sodium 
acetrizoate (Urokon) and more recently a 90% solution 
of diatrizoate sodium (Hypaque).° Preliminary experi- 
ence with the latter has revealed it to be a highly satis- 
factory medium that is extremely well tolerated. The 
contrast medium is injected as rapidly as possible 
according to angiocardiographic technique, the time 
of injection not exceeding 1.5 seconds.** The first ex- 
posure is made at the dehydrocholic acid end-point 
and is designed to capture the opacified aorta and 
renal arteries. 6. Immediately after this, the first tomo- 
gram is taken at the preselected level. Additional 
tomograms are then taken at 1 cm. above and below 
this level. 7. Finally a five-minute delayed tomogram 
is taken at the initial level. This has the advantage of 
having the collecting system as well as the renal 


parenchyma opacified. 8. All films are then reviewed, 


and, if the findings are not conclusive, we have not 
hesitated doing a second injection. 

Analysis of Cases Examined by Nephrotomography. 
—Our experience to date comprises 195 cases. The vast 
majority of these patients were examined because of 
abnormality on intravenous or retrograde pyelography. 


oy 


Fig. 4.—Nephrotomogram plus presacral air insufflation of patient with 
polycystic kidneys, perirenal air demonstrating well the irregular outlines 
of the kidneys. In the opacified renal parenchyma there are many sharply 
marginated radiolucent defects representing the multiple cysts in both 
kidneys. 

Fifty-seven patients were considered to be normal. 
There were 82 cysts, 48 solitary and 34 multiple, in- 
cluding polycystic disease. Of the 48 solitary cysts, 30 
were proved by exploration or aspiration. There was 
one misdiagnosis in the cyst group. This was in the 
solitary cyst category and was a cystic carcinoma. In 
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retrospect, the diagnosis was on the films, but we did 
not have the experience at that time to make the 
correct interpretation of the findings. There were 29 
carcinomas, 23 proved by surgery and 2 with evidence 
of metastatic spread. There were 27 miscellaneous 
lesions, including pyelonephritis, nonfunctioning kid- 


Fig. 5.—Fundus of stomach seen on end, producing pseudotumor above 
left kidney (arrow). 


ney, hyperplasia, atrophy, horseshoe kidney, renal dis- 
placement, and renal ectopia. 

In the group of neoplasms there were two mis- 
diagnoses. One was too small to demonstrate by this 
method, being 1 cm. in diameter. Fortunately, it was 
located adjacent to an upper pole calyx, which it 
distorted slightly on the retrograde study. The other 
misdiagnosis was called suspicious of tumor and on 
exploration was normal. 

Nephrotomographic Criteria for Diagnosis of Renal 
Cysts—_In the nephrotomogram, cysts appear as 
round, sharply marginated defects in the opacified 
renal parenchyma. These well-circumscribed areas 
of radiolucency present an easily recognized and 
constant pattern (fig. 1). The diagnosis of cyst can be 
made with certainty if these features are present. An 
exception to this observation is a cyst arising from the 
surface of the kidney and thus not surrounded by 
renal parenchyma. This does not produce a radiolu- 
cent defect. Such a superficial cyst cannot be differ- 
entiated from an extrarenal tumor in intimate contact 
with the kidney. As a result of our experience, it is 
our opinion that, when a cyst is demonstrated, opera- 
tion is not necessary to confirm the diagnosis. Opera- 
bility would then depend on other criteria. The 
development of such criteria would seem desirable. 
Significant destruction of renal parenchyma would 
appear to represent one important indication for op- 
erative interference. Since the mere presence of a 
cyst does not in itself necessarily justify operation, an 
opportunity exists to study certain aspects of the 
natural history of the disease such as development, 
course, growth characteristics, and capabilities. 


RETROPERITONEAL TUMORS—EVANS AND POKER 1131 


Nephrotomographic Criteria for Diagnosis of Renal 
Neoplasms.—Solid tumors of the kidney present an 
opaque appearance of equal or greater density than 
the adjacent normal parenchyma. In the arterial 
phase of the examination, an abnormal vascular bed 
may be identified; if present, it indicates a solid mass 
rather than an avascular cyst. Degenerating, partially 
necrotic tumors initially presented some diagnostic 
difficulty. Necrosis and cystic degeneration produced 
irregular areas of translucency in the partially opaci- 
fied mass. Extensive necrosis may give an appearance 
somewhat suggestive of cyst, but, in contradistinction 
to cyst, the areas of radiolucency are blotchy and 
have irregular, ragged, or ill-defined borders. One 
may get a very good appreciation of the gross pathol- 
ogy of these tumors from the muitisection radio- 
graphs (fig. 2), 

Adrenal Tumors.—In some instances nephrotomog- 
raphy has proved valuable in demonstrating extrarenal 
masses not involving the kidney. However, suprarenal 
and other extrarenal tumors are perhaps better stud- 
ied by retropneumoperitoneum. Combination of 
these two techniques may on occasion be useful 
(fig. 3). Air as a contrast medium has been used in 
radiological diagnosis for a long time. It has been 
used with success in the abdomen, in the pleural 
space, in the ventricles of the brain, and in the peri- 
renal fat to outline the kidney. The perirenal injec- 
tion of air had enjoyed considerable vogue for a time 


Fig. 6.—Cyst of spleen (arrow) simulating appearance of a pheochromo- 
cytoma. 


and had been found to be very useful in the demon- 
stration of renal and perirenal masses. It fell into 
disrepute because of the hazard of gas embolism. No 
satisfactory substitute for visualizing the renal and 
perirenal structures was available until Ruiz Rivas’ 
in 1950 published his technique of presacral retro- 
pneumoperitoneum. Being a good anatomist as well 
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as a good radiologist, Ruiz Rivas demonstrated that 
there is an anatomic continuity in the deep cellular 
tissue throughout the body. The gas he used was 
pure oxygen, and, by a single midline injection into 
the presacral or retrorectal cellular tissue, he was 
able to produce a generalized subserous emphysema 
of parametrial and retroperitoneal structures. The 
suprarenal space is usually well outlined and_ the 
adrenals, if not firmly adherent to the kidneys, can 
be easily identified. The technique has more diag- 
nostic usefulness in patients with suspected suprarenal 
tumors than does nephrotomography. We feel that 
the clarity of the organs and structures outlined by 
gas is further enhanced by combining the procedure 
with body section radiography (tomography ) (fig. 4). 

In the interpretation of presacral air studies, there 
are several possibilities for diagnostic error. One of 
the most common errors is to mistake the density cast 
by the fundus of the stomach for a suprarenal tumor. 
The fundus of the stomach seen “on end” will produce 
a well-defined round density above the left kidney. 
This pseudotumor has for the uninitiated frequently 
caused difficulty (fig. 3 and 5). In cases of suspected 
adrenal tumor, this pseudotumor of the fundus of the 
stomach can be easily eliminated by giving the patient 
a swallow of barium. On the right side, the duodenum 
may cast a similar though smaller density. If this is 
not recognized for what it is, an error in interpreta- 
tion may occur. An enlarged spleen or a tumor of the 
spleen, particularly the posterior aspect, may be mis- 
taken for an adrenal tumor (fig. 6). 
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Summary 


The roentgenographic examination plays an essen- 
tial role in the diagnosis of retroperitoneal tumors. 
Conventional roentgen methods have improved the 
preoperative diagnostic accuracy considerably. How- 
ever, the newer procedures of nephrotomography, 
presacral air insufflation, and the combined examina- 
tions may be expected to increase the number of 
correct diagnoses of these obscure lesions. 


525 E. 68th St. (21) (Dr. Evans). 


This study was aided by a grant from the American Cancer Society. 
Permission to use fig. 3 was given by Dr. Alfonso Davalos. 
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HEREDITARY LEPTOCYTOSIS (THALASSEMIA MINOR) 


David G. Hanlon, M.D., John B. Selby, M.D. 


Edwin D. Bayrd, M.D., Rochester, Minn. 


Despite increased interest in abnormal hemoglobin, 
many cases of hereditary leptocytosis (thalassemia 
minor) continue to go unrecognized. Although com- 
plete overlooking of this trait is unimportant, as the 
trait is of no consequence to a patient’s well-being, 
it may be of considerable importance if it is misdiag- 
nosed and treated endlessly to the patient's distress, 
inconvenience, and expense. Unlike many abnormali- 
ties of hemoglobin, thalassemia minor may be diag- 
nosed by any physician in private practice without the 
aid of specialized laboratory facilities. Indeed, recog- 
nition need depend only on the physician's awareness 
of the condition. 

Inasmuch as the morphological picture assumed by 
this trait is that of hypochromic or iron deficiency 
anemia, it becomes the responsibility of the patient’s 
physician to make the diagnosis lest the patient be 
burdened with excessive and unnecessary expense. It 
is appropriate, therefore, to reemphasize certain easily 


From the Mayo Clinic and Mayo Foundation, The Mayo Foundation is 
a part of the Graduate School of the University of Minnesota. 


* In hereditary leptocytosis the hemoglobin is nor- 
mal as to composition but deficient in quantity and 
the red corpuscles are present in normal or increased 
numbers as revealed by the red blood cell count but 
are small in size as measured either by the hemato- 
crit (cell-pack) or by micrometry on dried smears. 
Two cases here described show how this asympto- 
matic condition, discovered incidentally in other con- 
nections, became a cause of concern and continuing 
expense to the patients. The data from 28 additional 
cases show the high erythrocyte counts, low hemo- 
globin content, basophilic stippling, high osmotic 
resistance, and other peculiarities of the red cor- 
puscles in this condition. It causes no inconvenience 
unless it is discovered, misinterpreted, and treated. 


recognizable and characteristic features of this condi- 
tion that bring it well within the diagnostic scope of 
any practicing physician with even modest laboratory 
tacilities. 


and 
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Diagnostic Features 


The anemia resulting from thalassemia minor is or- 
dinarily mild and appears almost exclusively in pa- 
tients of Mediterranean origin, notably those of Italian, 
Greek, Syrian, or Armenian lineage. Genetic studies 
by Valentine and Neel’ demonstrated the mode of 
inheritance to be recessive. When the anomaly of 
erythrocytes is inherited from both parents, the sib- 
ling is said to be homozygous and the major form of 
the disease results. If an individual is heterozygous 
for this trait (normal gene and trait combined), the 
minor form will be present. The carrier state (thalas- 
semia minor) produces no symptoms. Likewise, re- 
sults of physical examination are essentially negative, 
although splenomegaly may be present in a small per- 
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certain. All the patients were of Mediterranean origin 
with the exception of one. This person had been 
adopted and knew nothing of his racial background. 
None responded to iron therapy. We reexamined the 
peripheral blood smears carefully, and the morpholog- 
ical features were described and graded as to severity 
or frequency. In 10 instances paper electrophoretic 
patterns of hemoglobin were obtained. 


Results 


The pertinent hematological data in 30 cases of thal- 
assemia minor are recorded in the table. The level of 
hemoglobin varied from 8.4 to 15.0 gm. per 100 cc. of 
blood but in the majority of instances was slightly 
below normal. In contrast, the erythrocyte counts 


Hematological Data in Thirty Cases of Hereditary Leptocytosis (Thalassemia Minor) 


Erythro- Nuele- Electro- 
ytes, Hemoglo- ated phoretie 

Case and Millions bin, Gm. Reticulo- Target Basophilie Erythro Erythrocyte Spleno- Pattern of 
No. Sex Cn. Mm. 100 Ce. eytes, % Cells* Stippling* tes* Fragility megaly Hemoglobin 

1 26 11.6 4.6 + Decreased 0 Normal 

2 32M 5.7 11.8 1.8 + + if) Decreased 0 Normal 

3 18 M ~ 0 Decreased + 

4 24 F 5.8 1i.s 1.8 + 0 Decreased 0 

5 33 11.4 0 0 

6 39 F 5.2 11.7 0 + 

7 35 F 6.5 10.8 0) 0 Decreased 

8 40 M 7.0 12.6 0 + 0 Decreased 0 

4 58 M 13.2 1.4 0 0 

10 40 M 5.0 12.1 te + 0 0 

6a M 41 14 Decreased 0 

F 49 9.8 + 0 Decreased 0 

13 38 F 4.5 19 3.3 + a 0 Decreased 0 

14 46 F 4.5 0 Decreased 0 

19 M 5.0 12.4 Os 0 + 0 Decreased 

16 28 F 4.6 10.4 2.4 +4. a 0 0 

vi 34M 4.6 10.5 2.3 Decreased 0 

18 22 M 6.7 13.9 - + 0 Decreased 0 

19 41M 7.5 15.0 3.7 oe 0 Decreased + 

3 F 12.2 1.7 0 0 Norma! 

20% fetal 

21 24 5.0 + + 0 Decreased 0 hemoglobin 

22 30 F 5.8 1.5 oo + 0 Decreased 0 Normal 

23 32 M 6.1 12.1 3.3 + Decreased 0 

24 36M 6.0 12.4 ~ ~ 0 Decreased 0 Normal 

25 44M 4.9 11.4 2.1 ost a+ + Decreased 0 

26 61M 5.1 11.3 2.0 Decreased 0 Normal 

27 51 M 5.2 11.2 1. ++ a 0 Decreased 0 Normal 

28 49 M 11.7 OS Decreased Normal 

29 49 M 5.8 11g Decreased 0 Normal 

30 46 M 6.7 13.5 ; > + 0 

*0 = absent, + = present, ++ = occasional but easy to find, ~+-+- = several per high-power field, and ’ = unknown 


centage of cases. In a substantial number of patients, 
the erythrocyte count wil] be disproportionately high, 
even polycythemic, although the level of hemoglobin 
is reduced or a low normal. Examination of peripheral 
blood smears will reveal hypochromasia and micro- 
cytosis. In virtually all cases basophilic stippling of 
the erythrocytes can be observed and target cells are 
present. Normoblastosis or nucleated erythrocytes are 
found infrequently. Additional aids in diagnosis are 
the increased resistance of the erythrocytes to hemoly- 
sis in hypotonic saline solutions and the refractoriness 
of the anemia to all therapy by any route. 


Clinical Material and Method 


The records of patients who were given a diagnosis 
of thalassemia minor at the Mayo Clinic were carefully 
reviewed. For purposes of this report, only those cases 
were accepted in which the diagnosis was considered 


tended to be higher than normal (see figure ). Whereas 
the erythrocyte count was 4,500,000 or less in only 
three cases, it was 5,000,000 or more in 22 cases (73%). 
Despite occasionally normal values for hemoglobin, all 
smears of the peripheral blood revealed hypochromasia 
of such a degree that loss of blood might well have 
been suspected. In all cases in which the test was per- 
formed, there was evidence of increased resistance of 
erythrocytes to hemolysis in decreasing strengths of 
hypotonic saline solutions, with hemolysis often in- 
complete in 0.28% solutions. Basophilic stippling was 
noted in all but one of our cases, However, in most 
instances it was seen so infrequently as to be easily 
overlooked. Normoblasts were seen in only five cases. 
While target cells were present in virtually all smears, 
this morphological abnormality was rarely striking. 
In 9 of the 10 cases in which paper electrophoretic 
study of hemoglobin was carried out, only adult hemo- 
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globin could be demonstrated. In one case 20% of the 
hemoglobin was of fetal type. In this case a test for the 
presence of sickled erythrocytes was negative. The 
quantity of iron in the serum, though determined only 
occasionally, was normal or elevated, whereas in 
chronic anemia due to loss of blood it is low. 


Report of Cases 


The two cases are presented to illustrate the incon- 
venience and expense incurred by patients who are 
given an erroneous diagnosis of refractory anemia or 
anemia due to loss of blood. 


Case 1.—A 26-year-old woman was examined at the Mayo 
Clinic in September, 1955. She stated that as long as she could 
remember she had been highly nervous and never seemed to 
have normal stamina. Additional complaints were recurrent 
headaches, easy fatigability, and nondescript muscular aching. 
From early grade school years, when her physician told her that 
she was anemic, until she was examined at the clinic, she had 
taken iron by mouth. In addition, during much of this period 
she received injections of liver and cyanocobalamin (vitamin 
B,:) as often as twice weekly. Despite such intensive and con- 
tinuous antianemic therapy, she stated that her blood values 
never reached normal, and those for hemoglobin ranged from 65 
to 75%, with an average value of around 70%. In 1951 she be- 
came pregnant, and because of anemia six transfusions were 
administered during the course of the pregnancy. 
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Physical examination at the clinic disclosed nothing of 
significance. The leukocyte count was 8.500 and erythrocyte 
count 5,300,000 per cubic millimeter of blood, with 4.6% 
reticulocytes. The level of hemoglobin was 11.3 gm. per 100 ce. 
The concentration of indirect-reacting serum bilirubin’ was 
0.65 mg. per 100 cc Examination of the peripheral blood 
smear revealed generalized microcytosis. minimal hypochro- 
masia, and a fair amount of basophilic stippling. Rare target 
cells were seen. Fragility of erythrocytes was decreased, Gastric 
analysis revealed normal total and free acidity. The basal meta- 
bolic rate was normal, and roentgenograms of the chest, stom- 
ach, and colon were all uegative. Electrophoretic study of the 
patient’s hemoglobin revealed only normal type of hemoglobin. 

The patient was an adopted child and knew nothing about 
her racial background A diagnosis of thalassemia minor was 
made, and she was advised to discontinue all antianemic 
therapy. Examination three months later revealed 11.6 gm. of 
hemoglobin per LOO cc and 5,600,000 erythrocytes per cubic 
millimeter despite cessation of therapy. 


This case illustrates how failure to recognize thalas- 
semia minor resulted in unnecessary treatment for at 
least 16 years and imposed a tremendous financial bur- 
den on the patient. Perhaps more important, the pa- 
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tient’s psychoneurotic symptoms were erroneously 
ascribed to anemia, and no effort had been made to 
provide her with the psychiatric counsel she needed. 


Case 2.—A 32-year-old Italian was seen at the clinic in 
November, 1955, because of a persistent low blood cell count 
and a question of duodenal ulcer. The patient related that 
anemia was first detected when he consulted a doctor after 
he had strained his back in a bowling match in March, 1954. 
He had been and was otherwise asymptomatic. After dis- 
covery of the “anemia,” symptoms suggestive of ulcer were 
elicited and roentgenograms of the upper part of the gastro- 
intestinal tract and small intestine were obtained that were said 
to indicate a tiny active duodenal ulcer crater. Sigmoidoscopic 
examination gave negative results. Five stools were checked 
for occult blood. Four were negative. Reexaminations at monthly 
intervals disclosed no imprevement in the blood picture. Roent- 
genologic examination was performed after a barium enema in 
July, 1954, with negative results. The patient was asymptomatic 
throughout this time. 

He moved to another state in October, 1954, and again 
consulted a doctor in January, 1955, because of backache. 
Results of the examination were unimpressive. A stool was 
negative for occult blood, and the stomach was again examined 
roentgenologically. The doctor expressed “concern about the 
disparity of the patient's hemoglobin compared to his erythro- 
cyte count which remained without variation during this 
10-month period of observation.” A course of iron therapy was 
ineffective, and repeated stool examinations were consistently 
negative. A careful sigmoidoscopic examination revealed only 
hemorrhoids. Material obtained at that time was negative for 
ameba. Roentgenologic examination of the colon after a 
barium enema was again negative. Consultation with a hema- 
tologist was recommended. 

Physical examination was negative at the time the patient 
was seen at the clinic, except that the spleen was palpable on 
deep imspiration. Although general examination of the back 
revealed nothing abnormal, evidence of spondylolisthesis was 
noted in the roentgenograms. The value for hemoglobin on 
two occasions was 11.8 gm. per 100 cc. Erythrocytes numbered 
5,680,000 and leukocytes 5,500 per cubic millimeter of blood. 
Smears of the blood showed hypochromasia, microcytosis, 
polychromasia, and occasional basophilic stippling and target 
cells. Fragility of erythrocytes was decreased (0.42 to 0.28% 
solution of sodium chloride), the serum iron value was normal 
( 117 meg. per LOO cc. of serum), and electrophoresis disclosed 
normal adult hemoglobin. The percentage of reticulocytes was 
1.8. The direct-reacting serum bilirubin was 0 and the indirect 
was 2.04 mg. per 100 cc. Urinalysis and serologic tests were 
negative. Gastric acidity was within normal limits. Roentgeno- 
grams of the thorax, gallbladder, esophagus, stomach, duo- 
denum, colon, and terminal part of the ileum were all considered 
to be negative. A diagnosis of spondylolisthesis and thalassemia 
minor was made. 


An inconsequential condition inadvertently became 
a cause for concern and continuing expense to the pa- 
tient when anemia was detected on routine testing. Be- 
cause of this, fruitless efforts were made for one and 
a half years to find a source of bleeding at a cost 
estimated by the patient to be many hundreds of dol- 
lars. An understanding of the significance of the dis- 
parity of the level of hemoglobin compared to the 
erythrocyte count might have saved this patient, as it 
should others, much time, expense, and unnecessary 
concern. 

Comment 


A distinctive feature of thalassemia minor is that 
high-normal or even polycythemic levels of erythro- 
cytes occur in a high percentage of cases. Thus, Valen- 
tine and Neel * in 1948 reported that including males 
and females only 2 of 58 adults with thalassemia minor 
had erythrocyte counts of less than 5 million per cubic 
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millimeter, Similarly, in our series of 30 patients the 
erythrocyte count was 5,000,000 per cubic millimeter 
or more in 22 cases (73%) and in 12 was more than 
5,500,000. In contrast, loss of blood, which can pro- 
duce the same morphological picture as thalassemia 
minor, results in an initial lowering of the erythrocyte 
count and an ultimate decrease in hemoglobin level. 
Although the erythrocyte count may then rise to 4 mil- 
lion per cubic millimeter or slightly more, it is highly 
unusual to see more than 5 million erythrocytes in 
cases in which the anemia is due to loss of blood alone. 
In thalassemia minor, however, though the blood 
smear may reveal pronounced hypochromasia, the con- 
centration of hemoglobin may be normal or only mod- 
erately reduced. 

Awareness of these differences between iron defi- 
ciency anemia and thalassemia minor will often help 
the clinician to think of thalassemia minor in cases in 
which the condition seems superficially to be due to 
chronic loss of blood. The finding of a few target cells, 
basophilic stippling, normoblastosis, and decreased 
fragility should substantiate the diagnosis. 

While thalassemia minor occurs predominantly in 
patients of Mediterranean origin, identical or certainly 
related anemias occur occasionally in people lacking 
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this racial heritage. In this regard it should be empha- 
sized that some patients will not have last names that 
suggest their true racial background, because of either 
marriage, change in name, or adoption. For this reason 
a careful ethnic history is helpful in cases in which this 
trait is suspected. 
Summary 


High-normal or even polycythemic erythrocyte 
counts, hypochromasia, target cells, and decreased 
fragility of erythrocytes occurring in the blood of pa- 
tients of Mediterranean descent are the significant 
diagnostic features of hereditary leptocytosis (thalas- 
semia minor), Recognition of this interesting blood 
picture that may be mistaken for iron deficiency ane- 
mia is dependent on an awareness of these features 
and does not require elaborate laboratory facilities. 
Failure to recognize the condition may impose hard- 
ship on the patient. 
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NEW TECHNIQUE FOR TREATMENT OF MALLET FINGERS AND FRACTURES 
OF DISTAL PHALANX 


Francis E. Hillman, M.D., Los Angeles 


The crucial problem in the treatment of mallet finger 
is the fixation of the distal interphalangeal joint in 
hyperextension, securely maintained until the fracture 
has had time to heal. None of the techniques devised 
for immobilization of the joint has proved both reliably 
successful and practical, as documented by the fact 
that each year a new method is suggested. 


Current Methods of Treatment 


Small plaster of Paris casts, applied to the finger 
without padding, have been recommended '; hyper- 
extension is produced by direct pressure that is main- 
tained until the plaster base has set. However, even if 
the joint is at first held securely in a hyperextended 
position, the cast will become slack as soon as the 
swelling at the site of injury subsides. In order to keep 
the cast from coming loose, an extension around the 
distal palm has been suggested.* Watson-Jones * car- 
ries the plaster from the nail margin to the web, hold- 
ing the proximal joint at a flexion of at least 60 degrees 
until the plaster has set; this maneuver is described as 
being “not easy.” Disadvantages of plaster casts are 
that they require constant care and frequent adjust- 
ment; movements of the other fingers are restricted; 
and the cast must be protected from contact with 
water. Furthermore, skin irritation and infection often 
develop under the plaster, necessitating change of the 
cast. The few minutes required to remove the old cast 
and apply a new one are sufficient to disturb alignment 


From the La Cienega Industrial Emergency Service. 


¢ Fixation of the distal interphalangeal joint in ex- 
tension is necessary in the treatment of mallet finger. 
The technique here described avoids the use of splints 
or casts. It depends on the placement of sutures that 
pass, on the dorsal side, through the finger nail and, 
on the palmar side, through vinyl tubing used to pro- 
tect the soft finger pad from the pull of the sutures. 
These go not only through the skin but also through 
the deeper soft tissues, and they immobilize the distal 
interphalangeal joint in hyperextension without inter- 
fering with the free use of the injured finger. In the 
nine cases described, disability was limited to one or 
two working days, sutures were removed in four to six 
weeks, and the fracture was completely healed. 


of the fragments and interrupt the healing process, 
often resulting in unsatisfactory union. 

Among the various splints, the one proposed by 
Lewin * is the oldest. Its major disadvantage is hyper- 
extension of the proximal interphalangeal joint. It has 
been shown ® that moderate flexion of this joint is nec- 
essary to bring the lateral slips of the extensor tendon 
closer to the bone from which they have been avulsed. 
Bunnell *® devised a Duralumin splint with two mal- 
leable cross pieces over the finger. The middle joint is 
held in flexion and the distal joint in extension; ad- 
hesive tape is used to keep the splint in position. 
However, if a splint is applied with sufficient pressure 
to prevent displacement, atrophy and skin irritation 
will develop. Some observers * feel that it does not 
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hold the finger as securely as does a small plaster cast. 
Other types of splints consist of a short piece of rigid 
metal, slightly bent to fit the hyperextended distal 
joint, or of a small tongue depressor, padded and fas- 
tened to the middle and distal segments with adhesive 
tape.’ 

Spigelman * devised a wishbone-shaped metal splint; 
its stabilizing head is taped to the proximal segment, 
while the horizontal branch rests against the dorsal 
aspect of the middle segment; an adhesive sling around 
the distal segment is anchored to the upright branch 
in order to hold the distal interphalangeal joint in 
hyperextension. Even if this method would succeed in 
maintaining the phalanges in the required position, it 
would still impair the use of the injured hand. A light- 
weight acrylic cast has been described by Logue’: 


_ 


Fig. 1.—Schematic drawing of injured digit with silk sutures placed in 
the soft tissues for immobilization of the distal interphalangeal joint in 
hyperextension. A, dorsal aspect; B, volar aspect; C, lateral aspect. 


This must be made from a plaster model of the finger 
in the correct position; it is snug without interfering 
with the circulation, and unnecessary sections can be 
cut away to provide windows for dressings and for 
evaporation of perspiration. This splint must be indi- 
vidually prepared at a dental or technical laboratory; 
no allowance is made for subsequent reduction of 
swelling, and the technique is obviously too intricate 
for use as a standard office procedure. 

As neither casts nor splints provide secure immo- 
bilization of the distal interphalangeal joint in hyper- 
extension, Kaplan '° performed temporary or perma- 
nent arthrodesis by introducing a thin wire at the tip 
of the distal segment and passing it through the distal 
joint into the middle phalanx, Pratt *’ uses a transfixa- 
tion pin for the same purpose. Intramedullary fixation 
by pins driven through pulp, phalanges, and inter- 
phalangeal joint has been severely criticized by Wat- 
son-Jones.® 
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Suggested Treatment 


A recently developed technique of immobilization 
avoids the disadvantages inherent in the use of plaster 
casts, splints, and transfixation methods. Soft tissue 
fixation keeps the distal interphalangeal joint securely 
in hyperextension, while permitting free movement of 
the rest of the finger. Silk sutures are placed along the 
right and left side into the dorsal aspect of the distal 
and medial segments of the injured digit (fig. 1). The 
sutures must be secured through all soft tissue layers, 
not only through the skin. If it is deemed advisable to 
protect the immobilized part of the finger from further 
injury, a wooden or metal splint may be included as 
part of the dressing. The simple dressing and the splint 
can be changed as often as required without disturb- 
ing the fragments. The finger is freely usable and may 
be washed whenever desired. By this technique the 
period of temporary disability has been reduced to one 
or two working days. Immobilization interferes so little 
with the patient's normal activities that baseball play- 
ers, for instance, can go right on playing while the 
sutures are in place and the finger is bandaged. 

Technique.—The technique of suturing the finger is 
as follows. The application of the usual antiseptic 
preparation is followed by local digital nerve block. 
Two cutting needles are threaded with a single length 
of no. 2 plain silk, so that there is a needle at each end 
of the thread. One needle is passed from the palmar 
aspect of the soft pad straight up through the nail, so 
that it emerges approximately 0.25 in. from the distal 
end of the nail. The same needle again enters the soft 
tissue a little beyond the nail margin and emerges 
along the dorsal aspect, just distal] to the distal inter- 
phalangeal joint; the suture must pass through all soft 
tissue layers, not only through the skin. The same su- 
ture is carried through the soft tissues of the middle 
segment, emerging just distal to the proximal inter- 
phalangeal joint. 

The other needle is threaded through a piece of thin 
vinyl tubing approximately 0.25 in, in length. This 
tubing is intended to protect the soft pad from the pull 
of the sutures. Approximately 0.25 in. across from the 
starting point of the first suture, the second needle is 
passed from the palmar aspect of the soft pad straight 
up through the nail, so that it emerges 0.25 in. from 
the distal end of the nail. It is then passed through the 
soft tissues; two more sutures are placed along the 
dorsal aspect of the finger, but they are carefully alter- 
nated with the first ones, so that the sutures run along 
the surface where they are within the tissues on the 
other side, and vice versa. 

A second piece of vinyl tubing, 0.25 in. in length, is 
cut off and a small opening snipped into its center. The 
curved needles are then passed from either end and 
brought out through the central opening. The fracture 
is reduced by manipulation and pressure, and the distal 
interphalangeal joint is brought into hyperextension. 
Before tying, the sutures from both sides of the dorsum 
are pulled taut to keep the distal interphalangeal joint 
securely in hyperextension, At the point where the 
sutures are tied over the middle phalanx, a piece of 
tubing is inserted under the suture, thereby relieving 
any tension or pressure on the tissues. The degree of 


( 


Vol. 161, No. 12 


tension is actually very slight; since hyperextension of 
the distal segment is accomplished readily, pressure 
necrosis has been completely absent. Sterile gauze is 
placed over the sutures, and an ordinary gauze band- 
age is applied. If necessary, a lightweight splint is 
incorporated into the dressing in order to protect the 
finger from further hazard; depending on the patient's 
activities, a U-shaped aluminum or a straight wooden 
splint is used. As in the treatment of other fractures, 
the position of the fragments is rechecked by roent- 
genograms. 

The patient wil! have some pain for the first few 
days, and light sedation is therefore prescribed, as for 
instance with no, 2 or 3 tablets of Empirin compound 
(acetylsalicylic acid, acetophenetidin, and caffeine ) 
with codeine phosphate. It would serve no good pur- 
pose to remove the dressing during this period, but 
after four or five days, when the soreness has subsided, 


Fig. 2.—Left, avulsion fracture of distal phalanx of right ring finger. 
Right, four weeks later; fragments in excellent apposition and healed. 


the bandage may be changed. After three or four 
weeks, an occasional localized skin reaction may de- 
velop where the sutures enter or leave the soft tissues, 
but this is easily controlled by topical application of 
nitrofurazone (Furacin) or an antibiotic ointment. 
While as a rule the bandage is changed once a week, 
no ill-effects were observed in a patient who stayed 
away for three*weeks. The protective dressing is main- 
tained for a period of three to four weeks, or as long 
as the stitches remain in place. The sutures may be 
removed after four to six weeks, depending on x-ray 
findings at weekly intervals. On the average, the frac- 
ture is completely healed within four to six weeks. 

Results.—Soft tissue suture fixation has up to now 
been used in nine cases of mallet finger injury, the pa- 
tients ranging in age from 14 to 45 years. The results 
were consistently excellent with regard to healing of 
bone at the fracture line as well as recovery of un- 
limited function of the distal interphalangeal joint. 
It is desirable that the fracture be set and the joint 
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immobilized in hyperextension as soon as possible, but 
the results were equally good in four cases where the 
patients were first seen 6 to 18 days after the finger 
was injured, 

The new technique has not yet been tried in treat- 
ment of mallet finger deformity of very long standing, 


Fig. 3.—Left, compound fracture of shaft of distal phalanx with partial 
avulsion of tendon (mallet finger) of right ring finger. Right, seven weeks 
later; fragments in excellent apposition and healed, but nail not yet grown 
back. 


but it would seem particularly indicated in such cases. 
The older the injury, the longer immobilization must 
be maintained without the slightest possibility of dis- 
turbing approximation of the fragments. As soft tissue 
sutures do not impede working ability, they can be 
left in place even up to six months, until secure union 
of the bone in the correct position has been established. 
In the past, treatment of old mallet finger deformity 


Fig. 4.—Left, epiphysial separation of distal phalanx and avulsion of 
tendon (mallet finger) of right index finger. Right, four weeks later; healed. 


was unsatisfactory because immobilization could not 
be reliably maintained for protracted periods of time; 
whenever it became necessary to remove the cast or 
splint temporarily, proper alignment of the fragments 
was disturbed even if the injured finger was manipu- 
lated with greatest care. Older techniques, further- 
more, impeded normal use of finger and hand as long 
as splint or cast remained in place, 
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Stabilization of the distal interphalangeal joint has 
in the present series been employed for the correction 
of the following types of injuries: mallet finger, frac- 
tures of the distal phalanx, and epiphysial fracture (or 
mallet finger in growing individuals). Figures 2-5 
show roentgenograms taken before and during treat- 
ment of four patients with typical injuries. Figure 2 
shows a typical mallet finger, figure 3 a compound 
fracture of the distal phalanx with avulsion of the ex- 
tenscr digiti communis tendon, figure 4 a typical mal- 
let finger in a child (epiphysial separation ), and figure 
5 a comminuted fracture (mallet type). This patient 
was not seen until two weeks after the injury. 

With certain modifications, soft tissue fixation might 
also prove valuable in the treatment of fractures of 
the middle and proximal phalanges, thereby replacing 
large, complicated splints and casts. Wire has been 
tried as a. substitute for silk suture, but it was dis- 
carded because it is less pliable and tends to cut into 


Fig. 5.—Left, avulsion fracture of distal phalanx of right middle finger. 
Right, seven weeks later; healed. 


the soft tissues. Silk sutures carried through all soft 
tissue layers have proved sufficiently strong to provide 
safe and reliable immobilization of mallet finger 
fractures, 

To date, there has not been a single case of infec- 
tion. After the surgery, the finger is covered with a 
fine strip of nitrofurazone gauze (similar to Vaseline 
sterile petrolatum gauze) and a routine dressing is 
applied. Oral doses of antibiotics are prescribed for 
a few days. By changing the dressing weekly, obser- 
vation of the suture and control of any possibly occur- 
ring infection is simple. There has been no damage to 
the nail or nail bed; in all of our patients the nai} has 
grown normally and no evidence of the suture holes 
remains. 

Summary 


Mallet finger fracture has been successfully treated 
by immobilization with silk sutures inserted through 
the soft tissues of the distal and middle segments of 
the injured digit. This technique fulfills all prerequi- 
sites of a simple office procedure. The fragments are 
securely maintained in proper alignment without 
danger of shifting, regardless of how often it may be 
necessary to change the dressing for purposes of in- 
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spection and cleansing. The distal interphalangeal 
joint is stabilized in hyperextension. No immobilizing 
splint or cast is needed, but a protective splint can be 
incorporated into the bandage. Immobilization is 
maintained even after the swelling has subsided. The 
injured finger is freely usable, and the rest of the hand 
is unimpaired. Disability is limited to one or two work- 
ing days. With immobilization maintained as long as 
required, complete healing can be expected in four 
to six weeks. 


2453 S. LaCienega Blvd. (34). 
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Chemical Tranquillizers.—The whole subject of chemical tran- 
quillizers, as they are now sometimes called, is becoming an 
increasingly complicated one, not only for psychiatrists but 
for all those general practitioners and consultants in medicine 
who now seem to have to spend so much of their time pre- 
scribing these drugs. . . . Not only are psychiatry and general 
medicine now deeply involved in this problem, but big busi- 
ness and politics as well. Enormous sums are being spent 
under the National Health Service on the ever-increasing 
amount of sedatives and stimulants being prescribed, and on 
the infinite combinations and permutations of these being made 
available to doctors. These drugs are also being advertised 
extensively in the medical press. Circulars about them come 
in shoals through the doctor’s letter-box, and most doctors’ 
circulars today seem, in fact, to be advertisements for such 
drugs. Big business is beginning to realize the very large 
profits to be made out of mental ill-health, especially now 
that the N.H.S. foots the bil!. And, unlike the old days, it 
has become a much more respectable business. There is no 
longer any need to advertise in the newspapers all sorts of 
coloured pills suitable for the nerves of all sorts of variously 
coloured people. All that is needed is to persuade enough 
ordinary doctors, or psychiatrists, to prescribe these drugs 
free under the N.H.S. to their patients in the hundreds of 
thousands each week. Politics, too, has invaded this very luc- 
rative field. We must realize the fact that the whole economy 
of Great Britain now rests on our Government being able to 
balance its budget by extracting over £900,000,000 a year 
by the taxes imposed on the sale of two other chemical tran- 
quillizers with strong and sometimes dangerous addictive 
tendencies—namely, alcohol and tobacco. I think it is important 
to remember also that these are the two strongly addicting and 
tranquillizing drugs which the Government allows to remain 
off Schedule 4. So excellently habit forming are they in fact, 
from the Government’s point of view, that they can now be 
made to pay for the whole of the National Health Service, 
including its vast hospital services, and for all the other free 
untaxed tranquillizers prescribed by doctors.-W. Sargant, 
F.R.C.P., D.P.M., On Chemical Tranquillizers, British Medical 
Journal, April 28, 1956. 
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CANCER OF THE COLON AND RECTUM 


STATISTICAL STUDY, WITH END-RESULTS 


Neil W. Swinton, M.D. 


a 
Russell L. Coun 


The treatment of cancer of the colon and rectum has 
been well established for many years.' The contribu- 
tions of Miles, who popularized the abdominoperineal 
approach for cancer of the rectum, and those of Paul, 
Mikulicz, Mayo, Jones, Rankin,* Lahey,’ and many 
others form the basis for our present concepts of the 
surgical treatment of this disease. Bacon,’ in his text- 
book “Anus, Rectum, and Sigmoid Colon” gave a com- 
plete review of the evolution of these procedures. 
During the past 10 years, the advent of chemotherapy, 
the availability of whole blood, improved anesthesia, 
and a better understanding of blood volume, electro- 
lytes, and fluid balance have led to high resectability 
rates and increasing survival rates for patients with 
colonic and rectal cancer. 

It must be recognized, however, that cancer of the 
colon and rectum still accounts for over 30,000 deaths 
each year in the United States. It is a disease that 
usually causes symptoms early in its course, develops 
slowly, and metastasizes late. In the majority of pa- 
tients the malignant tumor probably arises in a pre- 
existing benign mucosal polyp. Cancer of the colon 
and rectum presents many favorable aspects as com- 
pared to cancer in many other organs, and yet it re- 
mains the third principal cause of death from cancer 
in both sexes. The treatment of cancer of the colon 
and rectum, therefore, is a subject that still presents a 
challenge, one that we must constantly keep before 
us, and an area in which we must continue to make 
every attempt to improve our end-results. 

In very recent years there has been an increasing 
interest in developing improved surgical techniques 
for the removal of these lesions. These modifications 
of existing operations have been directed primarily 
toward the preliminary ligation of the blood supply 
to such tumors in an attempt to eliminate the dissemi- 
nation of tumor cells at the time of operation, increas- 
ing the amount of tissue removed and thus increasing 
the radicalness of such procedures, reducing morbidity 
by eliminating the necessity for multiple-stage opera- 
tions, and developing procedures that avoid the need 
for either temporary or permanent abdominal colos- 
tomies. We have had some experience with many of 
the more recent suggestions; with some procedures we 
have had none. 

Material of Study 


In order to evaluate our experience and to form a 
basis for future comparisons with many of the newer 
operations that are being advocated, we have made a 
study of all patients with cancer of the colon and 
rectum seen at the Lahey Clinic during the years 1945 


From the Department of Surgery, Lahey Clinic. 
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¢ Analysis of data from 901 patients operated on 
for cancer of the colon and rectum yielded valuable 
diagnostic and prognostic results. Diagnostically, a 
palpable mass had been detectable in 55.6% of the 
cases in which the lesion was in the anus, rectum, or 
or rectosigmoid part of the colon, and 70% of all 
lesions of the colon and rectum were within reach of 
a 25-cm. (10-in.) sigmoidoscope. When the lesion 
was confined to the colon, it was palpable on ab- 
dominal examination in 29.6% of the cases. 

Prognostically, the absolute survival rate for the 
entire series was 43%. The operative mortality for 
the entire group of 901 patients was 5.6%. The 
average age of the 51 patients who died was 64.3 
years, and this group included patients up to the age 
of 84. Involvement of both lymph nodes and blood 
vessels was a most serious prognostic sign. Patients 
in whom blood vessels only were involved did better 
than those in whom the lymph nodes only were in- 
volved; the percentages of these two groups surviv- 
ing five years were 42.1 and 30.4 respectively. 

A few patients did well despite an unfavorable 
prognosis indicated by extensions and distant metas- 
tases. Thirty-six per cent of the 168 patients in whom 
resections were considered palliative by the operat- 
ing surgeon survived more than two years. Fourteen 
were apparently well after five years, and, among 
97 patients with proved liver metastases, 3 survived 
more than five years. 


to 1949 inclusive. During this period 1,059 patients 
with malignant disease of the colon or rectum were 
examined. Of this group, 150 came to us because of 
recurrent disease or complications following treatment 
elsewhere. They are not included in our present 
study. In addition, eight patients in whom the diag- 
nosis of colonic or rectal cancer was made either re- 
fused operation or went elsewhere for treatment. This 
group also has not been included in this study. Thus, 
901 patients were seen at the clinic during these years 
in whom a diagnosis of cancer of the colon and rectum 
was made and operation performed. These patients 
form the basis of this report. 

The symptoms presented by this group follow the 
well-recognized course of this disease. The classic 
symptoms of rectal bleeding, alteration in colonic 
function, and obstructive abdominal pain were found 
either singly or in association with other symptoms in 
98% of all patients. These symptoms varied according 
to the different locations of the tumors. Two per cent 
of our patients were not aware of any colonic or rectal 
difficulties, and the diagnosis of cancer was made on 
routine physical examination. The average interval 
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between the onset of symptoms and the time these pa- 
tients came for definitive surgical treatment has not 
materially changed for many years. The average in- 
terval in this series was seven months. In those cases 
in which it was considered that only palliative opera- 
tions could be done, the time interval was a little 
longer—10 months. Today, with the publicity being 
given to the possible significance of changes in bowel 
habits and bleeding from any of the body orifices, few 
patients are neglected or their treatment delayed be- 
cause of their failure to report these symptoms to their 
physician. Repeatedly we have seen patients with 
cancer of the colon and rectum who had the early 
symptoms of this disease and reported these symptoms 
to their physician, but, because of the failure of the 
physician to recognize the significance of the symp- 
toms or to do an adequate examination, treatment had 
been delayed. 

Age and Sex of Patients.—In table 1 the incidence 
of cancer in this group is given by age. The youngest 
patient was 23 and the oldest 91 years of age. We 
have had several children with rectal or colonic can- 
cer, but there were none during the time of this study. 
The average age of 57.8 years for the series em- 


TaBLe 1,.—Age Distribution of 901 Patients® with Cancer of 
the Colon and Rectum 


Patients 
Age, Yr.+ No. %o 
21-30 18 2 
81-40 54 6 
41-50 153 17 
51-60 298 35 
61-70 252 28 
71-80 117 13 
$1-90 9 1 


“Females, 378 (42%): males, 528 (58%). 
tAv. age, 57.8 yr. 


phasizes the fact that this is a disease of the older age 
groups. This is a significant factor that must be care- 
fully considered in the evaluation of these patients for 
operation and in the consideration of the end-results 
obtained. Forty-two per cent of the patients were fe- 
males, and 58% were males. This slight preponderance 
in the male sex has been well recognized (table 1). 

Pathology.—Lesions of the anus, rectum, and the 
rectosigmoid area of the descending colon numbered 
702, or 77.8% of the group. An additional 44, or 4.9%, 
were found in the descending colon; 87, or 9.6%, in the 
transverse colon, which included the splenic and he- 
patic flexures: 38, or 4.3%, in the cecum; and 30, or 
3.3%, in the ascending colon. 

The physical findings in these patients were reveal- 
ing. These findings have been well recognized for 
many vears, but they again deserve particular em- 
phasis. Of the 702 patients with lesions in the rectosig- 
moid, rectum, or anus, 390, or 55.6%, had a palpable 
mass and the diagnosis was suspected on digital ex- 
amination of the rectum. In most instances the lesion 
could be reached and a biopsy specimen taken by 
means of a 10-in. sigmoidoscope. It has been common- 
ly recognized for many years that 70% or more of or- 
ganic disease of the large intestine and rectum can be 
demonstrated by means of sigmoidoscopic examina- 
tion. These figures further emphasize this point and 
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must be kept in mind by every physician doing gen- 
eral diagnostic medicine. In the 199 patients with 
lesions above the reach of the 10-in. sigmoidoscope, 
the diagnosis was usually made by radiological ex- 
amination. It is interesting to note that 29.6% of these 
patients with abdominal lesions had palpable masses 
that could be detected on physical examination. 

The pathology presented by the tumors in these 
patients followed the generally accepted pattern of 
colonic and rectal cancer. Eight hundred twenty-nine, 
or 92%, were adenocarcinomas, and 72, or 8%, were 
mucoid, simplex, or undifferentiated cell lesions. A 
small number of patients were included who had 
either long-standing chronic ulcerative colitis or mul- 
tiple congenital polyposis with associated cancer. This 
group is so small that special consideration was not 
given to it, as we do not believe it has any effect on 
the statistics presented. We have not made any serious 
attempt to classify colonic or rectal carcinomas after 
the method of Broders, a classification based on cell 
differentiation. or that of Dukes, which depends on 
the degree of invasiveness of the tumor. For many 
years, however, we have made a particular study of 
the presence and extent, or absence, of lymph node 
and blood vessel invasion, which will be further dis- 
cussed in the section on results. 


Procedure 


In 837 patients, or 93%, the tumor was removed at 
the time of operation. The operations employed in 
these patients were those in general use by the ma- 
jority of surgeons at that time. They were performed 
by nine surgeons on the staff of the Lahey Clinic. Of 
the 702 patients with lesions confined to the anus, 
rectum, or rectosigmoid area of the colon, in 590, or 
84%, a Miles one-stage abdominoperineal resection 
was done, and in 69, or 9.8%, a one-stage anterior re- 
section with end-to-end anastomosis was done. In the 
remaining 43, or 6.1%, a variety of other procedures 
was used for various reasons. It is interesting to note 
that the two-stage abdominoperineal resection advo- 
cated by Dr. Lahey in 1930 had largely been aban- 
doned. At present this operation is rarely done by us. 

Of those patients with lesions proximal to the rec- 
tosigmoid area of the colon (199), in 101, or 50.7%, a 
primary resection with an end-to-end anastomosis was 
done as a one-stage operation and in 98, or 49.3%, 
a modified Mikulicz, or two-stage, procedure was 
done. It is to be noted that in this series a two-stage 
operation was done much less frequently than a few 
years earlier. It was during this time that the necessity 
for stage operations for lesions of the colon gradually 
diminished, due primarily to the advent of chemo- 
therapy and better preparation of the intestine. At 
present, stage operations for cancer of the colon are 
rarely performed at the clinic. 

The Miles one-stage abdominoperineal operation 
continues to be our operation of choice for cancer of 
the rectum. Our indications for its use and the fre- 
quency with which we are doing a one-stage anterior 
resection, however, have increased since 1949. At 
present we perform an anterior resection in those cases 
of tumors of the upper rectum and distal sigmoid in 
which the removal of the tumor and a minimum of 4 
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in. of clinically normal intestine distal to the tumor, as 
measured at the time of operation, is technically 
feasible. Our experience with the “pull-through” op- 
eration, as advocated by Babcock, Bacon, and others, 
has been limited. We have had no experience in the 
use of this operation for cancer of the rectum. It is to 
be noted, however, that the end-results recently re- 


TaBLe 2.—Operative Mortality in 901 Cases of Cancer of the 
Colon and Rectum 


Deaths 
No. of 

Location of Lesion (uses No. % 
Rectosigmoid, rectum, and 43 61 
Ascending colon and cecum,...........ccceeeceeues 68 3 4.4 


ported by Bacon® are encouraging and compare fa- 
orably with those that are reported in this series. 


Mortality 


The operative mortality in this group of 901 pa- 
tients was 5.6% (table 2). Fifty-one deaths from all 
causes occurred prior to the patient’s discharge from 
the hospital. In considering this operative mortality, 
many interesting figures and facts arose. The average 
age of the patients, as previously noted, was 57.8 years. 
The average age of the 51 patients who died was 64.3 
years; the youngest was 43 and the oldest 84 years. 
This age factor is definitely important in the considera- 
tion of mortality in this disease. 

There was very little difference in postoperative 
mortality dependent on the location of the lesion. The 
mortality of those patients with lesions in the rectum 
and rectosigmoid was 6.1%, descending colon 4.5%, 
transverse colon 3.4%, and descending colon and ce- 
cum 4.4%, In considering the mortality in this series, 
we were impressed by the fact that in the year 1945 
the mortality approached 10%. Toward the end of that 
year, penicillin became available for the first time. 
The operative mortality for the year 1949 was slightly 
over 2%, and in the years since 1949 it has averaged 
4%. 

The causes of death in the 51 patients who died are 
of interest (table 3). Thirty-seven patients, or 72.5%, 
died of cardiorespiratory complications. Pulmonary 
embolism accounted for the largest number (15). Ten 
patients, or 19.6%, died of infection. Of these, five died 
of peritonitis, four of generalized sepsis, and one of a 
subphrenic abscess. Two additional patients, or 3.9%, 
died of intestinal obstruction caused by adherent loops 
of small intestine. Two patients died of uremia. It is 
apparent that cardiorespiratory complications are the 
most serious problem in considering the causes of 
operative deaths in this disease. 

Although the problem of infection is still present 
and probably always will be to some extent, it has 
largely disappeared since 1949 because of the avail- 
ability of antibiotics and whole blood. At the present 
time death from peritonitis after these operations 
rarely occurs. Recently, however, we have been im- 
pressed with the occasional patient who has developed 
tachycardia, shock, collapse, and massive diarrhea 


after operation on the colon. This syndrome results in 
a pseudomembranous enterocolitis and is due to an 
overwhelming micrococcic (staphylococcic) septicemia. 
Death will result if this complication is not immediate- 
ly recognized and appropriate chemotherapy and sup- 
portive treatment instituted. 

We believe that, by recognizing the fact that elderly 
patients undergoing operations for cancer of the colon 
and rectum require special attention in preoperative 
medical evaluation, particularly as to their cardiore- 
spiratory status, in immediate preparation for surgery, 
in anesthesia, and during the operative procedure it- 
self and postoperatively, a further reduction in mor- 
tality can be accomplished. The fact that only two 
patients in this series died of intestinal obstruction 
after operations of this magnitude is a tribute to the 
operations selected and the standardization of the pro- 
cedures that were employed. 


Results 


A careful study was made of the end-results ob- 
tained in this series. A majority of the surviving pa- 
tients were seen at the clinic and examined during the 
year prior to writing. An additional number were ex- 
amined by their local physicians, reports of such 
examinations being sent to the clinic. An appreciable 
number of patients, however, were unable to report 
to the clinic and were not examined by their home 
physicians. We contacted these patients or their phy- 
sicians either by letter or by telephone and ascertained 
that these patients were alive and apparently in good 
health. On this basis we were able to obtain a follow- 
up of 98% for the series. Three hundred eighty-six, or 
43%, of the 901 patients were alive and apparently 
free of their disease at the end of five or more years. 

For many years we have been interested in blood 


TaBLe 3.—Causes of Death in Patients with Cancer of the 
Colon and Rectum 


~ 


~ 


vessel and lymph node involvement found in the re- 
moved specimens and its relation to prognosis. We 
believe that such information is of value in determin- 
ing life expectancy. There were 412 patients, or 45.7% 
of the entire group, who did not have histological evi- 
dence of lymph node or blood vessel invasion in the 
removed specimen (table 4). Of this group, 254 pa- 
tients, or 61.6%, survived five years. Of the 194 pa- 
tients with histological evidence of lymph node inva- 
sion but no evidence of blood vessel invasion, 30.4% 


Cases 
No. % 
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survived five years. Of the entire group, 126 patients. 
or 14%, had both lymph node involvement and blood 
vessel invasion. The five-year survival rate in this 
group was 26.1%. Ninety-five patients, or 10.5%, had 
blood vessel invasion but no evidence of lymph node 
extension. The five-vear survival rate in this group 
was 42.1%. A total of 415 patients had either blood 
vessel or nodal involvement, or both; 31.8% of this 
group survived five vears. 

Of the resections done, 168 were considered by the 
operating surgeon to be palliative. This was deter- 
mined on the basis of two factors: 1. The tumor had 
extended into adjacent organs to such a degree that 
the operating surgeon did not believe the entire tumor 
together with such adjacent tissue could be completely 
removed. 2. Distant metastases were obviously pres- 
ent. The survival rates in this group are noted in 
table 5. Sixty-four per cent of the patients did not 
survive two years. It was gratifying to note, however, 
that 36% survived more than two years. The majority 
of these patients were in reasonably good health and 
able to return to their usual occupations for a con- 
siderable period of this time. Fourteen patients, or 8%, 
apparently were well at the end of the five-year pe- 
riod. In the instances in which palliative resections 
were done there were 97 proved cases of liver metas- 
tases. In this group, 24 patients, or 24.7%, survived 
more than two years. Six patients, or 6.1%, survived 
over four years, and three lived more than five years. 

These statistics substantiate our belief that a high 
resectability rate is indicated in this disease and that, 
although the question of the removal of liver metas- 
tases and some of the other very radical procedures 
that at times may be indicated is still controversial, 
almost all malignant tumors of the colon or rectum 
should be removed if their removal is technically 
feasible and compatible with a reasonable operative 
mortality. Any surgeon who has done a colostomy for 
an obstructing carcinoma of the rectum and has ob- 
served that patient during the remainder of his life 
and witnessed the suffering due to rectal tenesmus, 
hemorrhage, and diarrhea has had occasion to regret 
his decision not to remove the lesion when he had the 
opportunity. 


TaBLe 4.—End-Results in Patients with Cancer of the 
Colon and Rectum 


Involvement Total Series 5-Yr. Survival” 
Lymph Node Blood Vessel No. % No. % 
0 t) 412 45.7 254 61.6 
oe 0 194 21.5 59 30.4 
+ + 126 14.0 33 %6.1 
0 oe 95 10.5 40 42.1 
Total cases with nodal or 
vessel involvement or both 415 46.0 132 31.8 


*Absolute 5-yr. survival for entire series (901) 386, or 43%. 


Summary and Conclusions 


In a group of 901 patients operated on at the Lahey 
Clinic during the years 1945 to 1949 for cancer of the 
colon and rectum, the average age was 57.8 years. 
Fifty-eight per cent of the patients were men, and the 
average duration of symptoms was seven months. 
Lesions of the anus, rectum, or rectosigmoid area of 
the descending colon were present in 77.8%; in 55.6% 
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of this group a palpable mass was detectable on digital 
examination of the rectum, and 70% of all lesions of 
the colon and rectum were within reach of a 10-in. 
sigmoidoscope. The tumor could be detected on ab- 
dominal palpation in 29.6% of the lesions confined to 
the colon. The resectability rate in this series was 93%. 
The Miles one-stage abdominoperineal resection con- 
tinues to be our operation of choice for cancer of the 


Tasie 5.—End-Results of Palliative Resections in 168 Patients 
with Cancer of the Colon and Rectum 


Patients 
Died, Yr. 

After Operation No % 
0-1 6 30) less 
1-2 i 25f than 2 yr. 
2-3 17) 
3-4 6. 36° more 
4-5 than yr. 
a+ 


rectum. However, there has been a gradual increase 
in the number of patients subjected to an anterior 
resection with primary anastomosis. The Mikulicz 
operation has been done less frequently since this 
series and is rarely done at present. The operative 
mortality for the entire series was 5.6%. Cardio- 
respiratory complications caused death in 72.5%, and 
infection was the cause of death in 19.6%. 

A follow-up study was obtained on 98% of the pa- 
tients. The absolute rate of survival for five years or 
more was 43%. Among those patients having pallia- 
tive resections, 64% lived less than two years and 36% 
lived more than two years. Cancer of the colon and 
rectum is still a major cause of deaths due to malig- 
nant disease. There can be no question that the pre- 
vention of this disease or the early detection and re- 
moval of premalignant mucosal polyps, the bringing 
of these patients to operation earlier than has been 
the case in the past, and further improvements in sur- 
gical management will result in further reductions in 
operative mortality and increase the number of pa- 
tients surviving the disease. 

605 Commonwealth Ave. (15) (Dr. Swinton ). 
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The Treatment of Cancer.—In hormonally dependent cancers of 
the prostate and breast adrenalectomy and hypophysectomy are 
of value in about one-third of the patients. The indications are 
disseminated skeletal and visceral disease, no longer controllable 

y .... radiotherapy, or the administration or withdrawal of 
hormones. The main effect of adrenalectomy or hypophysectomy 
is relief of pain from skeletal metastases. Only a proportion of 
mammary and prostatic cancers are hormonally dependent, and 
there is so far no test to indicate whether the operation is likely 
to succeed or not. The improvement in the successful cases is 
most dramatic—often a restoration to a normal existence of 
patients in the most advanced stages of the disease and untreat- 
able by any other means.—Sir Stanford Cade, The Place of Sur- 
gery in the Treatment of Cancer, The Medical Journal of 
Australia, March 3, 1956. 
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CIRCULATORY RESPONSES DURING ANESTHESIA OF PATIENTS 
ON RAUWOLFIA THERAPY 


Charles §. Coakley, M.D., Seymour Alpert, M.D. 


and 


John S. Boling, M.D., Washington, D. C. 


A survey was made of an unselected group of hyper- 
tensive patients undergoing a variety of surgical pro- 
cedures who were receiving one of the Rauwolfia 
alkaloids for varying duration and in varying dosage. 
These alkaloids are now being used for many medical 
conditions. The purpose of this study is to point out 
the possible hazard present in the case of the hyper- 
tensive surgical patient on Rauwolfia therapy. Some 
side-effects have been described. These are generally 
mild and consist of those associated with the sedative 
effect of the drug, gastrointestinal disturbances, and 
nasal congestion. The internist, surgeon, and anes- 
thesiologist must be familiar with new drugs and their 
effect during anesthesia, in both elective and emer- 
gency surgical procedures. This was clearly pointed 
out by Lundy' in his discussion of the depression of 
the adrenal cortex after cortisone therapy, with shock 
occurring during anesthesia. 


Clinical Data 


All types of surgery and both major and minor pro- 
cedures were performed on this group of patients. 
The criterion used to evaluate significant circulatory 
changes during anesthesia for patients receiving one 
of the reserpine drugs is blood pressure depression 
greater than 40 mm. Hg associated with a pulse rate 
falling below 60 per minute, or 20 per minute below 
preoperative rate. The hypotension and bradycardia 
occurred during induction of anesthesia. 

Forty surgical patients received one of the Rau- 
wolfia alkaloids: 24 showed no significant circulatory 
changes; 15 had circulatory changes fulfilling the 
criterion outlined above; and in one the blood pressure 
level and pulse rate fell after premedication. Thus, 
in a total of 40 patients, 16 had severe circulatory de- 
pressions not associated with the surgical procedure 
but following premedication and use of anesthetics. 

Premedication in most patients consisted of a com- 
bination of a barbiturate, an opiate, and a belladonna 
drug. These drugs were pentobarbital (Nembutal), 
50-100 mg.; meperidine (Demerol) hydrochloride, 50- 
100 mg.; morphine sulfate, 8 mg.; scopolamine, 0.43 
mg.; and atropine sulfate, 0.3 mg. The anesthetics 
used are listed in the table. 

Treatment initially consisted of administration of a 
vasopressor, usually phenylephrine (Neo-Synephrine) 
hydrochloride, in a continuous infusion. The response 
to this and all vasopressors was not dependable. Vagal 
blocking drugs were then tried. We are now using 
oxyphenonium (Antrenyl) bromide in doses of 0.5-1 
mg. given intravenously, until an increase in pulse 


From the Department of Anesthesiology of George Washington Uni- 
versity Hospital. 


* The incidence of serious falls in blood pressure 
and slowing of heart rate was studied in 40 un- 
selected patients who came to surgery with a history 
of having taken Rauwolfia for the treatment of 
hypertension. Sixteen developed hypotension and 
bradycardia and did not respond satisfactorily to 
vasopressor drugs such as phenylephrine. 

Elective surgery can be done on patients who 
have been on Rauwolfia therapy if this drug can be 
withheld for two weeks before operation. Emergency 
surgery on these patients can be carried out by using 
vagal blocking drugs such as atropine sulfate, 
scopolamine, or oxyphenonium to prevent and treat 
vagal circulatory responses. 


rate is obtained. Stabilization of blood pressure and 
pulse can best be obtained by the use of a vagal 
blocking drug. 


Report of Cases 


Cast 1.—A 59-year-old female had been taking reserpine 
(Serpasil) for six months for hypertension. The blood pressure 
prior to reserpine therapy was 200 mm. Hg systolic. On admis- 
sion to the hospital the blood pressure was 150 mm. Hg systolic 
and 90 mm. Hg diastolic. On Dec. 3, 1954, the patient was 
scheduled for esophageal resection, Premedication consisted of 
100 mg. of pentobarbital, given orally two hours prior to surg- 
ery, and 50 mg. of meperidine, given one hour before surgery. 
The patient’s blood pressure, taken in her room before induction 


Circulatory Reaction to Anesthetic in Forty Patients 
Undergoing Surgery for Hypertension 


Cireulatery No Circulatory 


Anesthetic Change Change 
Thiopental sodium: gas* 7 2 
Thiopental sodium: gas: ether 6 1 
Tribromoethanol (Avertin): gas 1 

Thiopental sodium 1 $a 
Spinal 1 
No anesthesia 1 


* Gas indieates nitrous oxide or ethylene, 


with thiopental (Pentothal) sodium, was 125 mm. Hg systolic 
and 80 mm, Hg diastolic, and pulse rate was 64 per minute. 
After induction with thiopental sodium in the patient’s room, 
and after a high flow of oxygen was started by mask, the pa- 
tient was moved to the operating room. Here 1.5 mg. of deca- 
imethonium (Syncurine) bromide was given intravenously in 
preparation for intubation. At this point the blood pressure had 
fallen to 65 mm. Hg systolic and 40 mm. Hg diastolic, and 
pulse rate was 58 per minute. Administration of phenylephrine, 
0.002% drip, was started, which immediately raised the blood 
pressure to 160 mm. Hg systolic and 110 mm. Hg diastolic. 
However, the blood pressure quickly fell after discontinuation of 
phenylephrine therapy. It was thought advisable to cancel the 
operation. The patient fully reacted about 20 minutes after in- 
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duction. The intravenous administration of phenylephrine, epi- 
nephrine (Adrenalin), and hydrocortisone (Hydrocortone ) 
failed to stabilize the blood pressure and pulse rate. Administra- 
tion of 1 mg. of oxyphenonium bromide stabilized pulse and 
blood pressure for an hour after intravenous injection. However, 
it was not until nine hours after induction of anesthesia that the 
blood pressure and pulse rate became stabilized. As compared 
with a normal preoperative electrocardiogram, the findings at this 
time showed a depression of the S-T segment, an inverted T 
wave, and prolonged QT interval, which were interpreted as 
being compatible with myocardial ischemia. Follow-up electro- 
cardiograms showed gradual improvement but persistence of 
these changes, and 19 days later the esophageal resection was 
performed without complications. Reserpine therapy was with- 
held during this interval. The operative and immediate post- 
operative course was uneventful. The patient died five months 
after discharge from the hospital. Autopsy examination of the 
heart revealed no evidence of coronary artery disease. 

Case 2.—A 64-year-old female with a blood pressure of 200 
mm. Hg systolic and 90 mm. Hg diastolic was placed on reser- 
pine therapy three years ago. The dosage she received was 0.12 
mg. in the morning and 0.25 mg. at night. She continued this 
regimen until one month prior to admission, when she began 
taking the drug only occasionally. On admission to the hospital 
her blood pressure was 160 mm. Hg systolic and 80 mm. Hg 
diastolic. On Oct. 24, 1955, the patient was scheduled for re- 
moval of a nontoxic goiter. She was given 100 mg. of pento- 
barbital orally two hours before surgery and 8 mg. of morphine 
and 0.4 mg. of atropine intramuscularly one hour before surgery. 
In the patient’s room before induction with thiopental sodium, 
her blood pressure was 180 mm. Hg systolic and 80 mm. Hg 
diastolic. The pulse rate was 80 per minute. On arrival at the 
operating room her blood pressure was 160 mm, Hg systolic and 
70 mm. Hg diastolic, and pulse rate was 80 per minute. The 
patient was immediately given oxygen by mask, and 1.5 mg. of 
decamethonium bromide was given intravenously. 

Five minutes later, endotracheal intubation was performed 
without difficulty. A 3:1 liter flow of ethylene-oxygen was 
started. Fifteen minutes after intubation, the blood pressure 
had fallen to 100 mm. Hg systolic and 60 mm. Hg diastolic, 
and pulse rate dropped to 52 per minute. At this point 0.5 mg. 
of oxyphenonium bromide was given intravenously. The blood 
pressure then gradually rose to 180 mm. Hg systolic and 100 
mm. Hg diastolic, and pulse rate simultaneously rose to 104 
per minute. The blood pressure and pulse rate remained fairly 
stable throughout the remainder of the procedure, with the 
exception of slight fall in both that was thought to be due to 
traction. The patient had an uncomplicated postoperative 
course. 


Comment 


It is not unusual to see a 10 to 20 mm. Hg fall in 
blood pressure during induction of anesthesia with 
thiopental sodium, especially in hypertensive patients. 
It is, however, unusual to see falls greater than 40 
mm. Hg associated with bradycardia. Most of the 
depressions in blood pressure during thiopental so- 
dium induction are transient and, if prolonged, will 
respond to a vasopressor. This group of patients did 
not respond to a vasopressor, but blood pressure ele- 
vation and an increase in pulse rate followed the 
intravenous injection of oxyphenonium bromide, a 
vagal blocking drug. 

Continuous electrocardiographic tracings on the op- 
erating room cardioscope have shown such changes as 
sinus bradycardia, absence of P waves, heart blocks, 
depression of S-T segment, and inversion of the T 
wave. All of these changes were interpreted as myo- 
cardial ischemia. The question of myocardial infarc- 
tion was raised in some of these patients, especially 
in the first case reported, but there were no incidences 
of proved infarction in this group. 
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Plummer? and his group showed that a significant 
degree of bradycardia occurs in dogs after adminis- 
tration of reserpine. Electrocardiograms showed this 
to be sinus bradycardia, which was corrected by the 
use of atropine. They also showed a marked blood 
pressure fall in dogs given reserpine and then anes- 
thetized with a barbiturate. They have evidence that 
the fall in blood pressure is due to a decrease in 
peripheral resistance caused by an alteration of the 
sympathetic-parasympathetic balance by a_ partial 
suppression of the sympathetic predominance at the 
hypothalamic level. Thus, this is a parasympathetic 
response and may be enhanced by a parasympathetic 
anesthetic such as thiopental sodium, cyclopropane, 
or a spinal anesthetic. 

Patients on Rauwolfia therapy for a few days and 
those not showing a blood pressure response to anti- 
hypertensive therapy did not have any significant cir- 
culatory changes during anesthesia. The slow action 
of Rauwolfia in producing hypotension has been de- 
scribed by Wilkins.” 

The treatment for surgical patients on Rauwolfia 
therapy should be the prevention of these circulatory 
changes by discontinuing administration of the drug 
in those patients scheduled for elective surgery. This 
should be done two weeks prior to the surgical pro- 
cedure. In emergency surgical procedures. a larger 
dose than is generally used of belladonna-like drugs 
such as atropine, scopolamine, or oxyphenonium bro- 
mide should be given with the premedication. If the 
blood pressure falls and the pulse slows during induc- 
tion, one of these drugs should be given intravenously 
until the pulse rate has increased. As indicated by the 
second case presented, this will control the majority 
of these reactions. 

Summary 


Hypertensive surgical patients on Rauwolfia therapy 
have shown significant hypotension and bradycardia 
during anesthesia. Electrocardiographic tracings have 
shown ischemic myocardial changes. In a series of 
40 unselected patients surveyed, 16 had significant cir- 
culatory changes. A controlled study on a large series 
of cases is indicated to investigate this circulatory prob- 
lem. This appears to be a vagal response enhanced 
by the vagotonic anesthetics and corrected by the use 
of vagal blocking drugs. 

Patients on Rauwolfia therapy who are to undergo 
elective surgery should not receive this drug for two 
weeks prior to the surgical procedure. The hazards 
of removing the antihypertensive and tranquilizing 
effects of these drugs must be considered before dis- 
continuing therapy prior to a surgical procedure. 
Emergency surgery on these patients may be safely 
carried out by using vagal blocking drugs to prevent 
and treat vagal circulatory responses. 

23rd Street at Washington Circle (7) (Dr. Coakley). 
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VITAMIN K: IN TREATMENT OF BISHYDROXYCOUMARIN— 
INDUCED HYPOPROTHROMBINEMIA 


COMPARISON OF INTRAVENOUS AND INTRAMUSCULAR ADMINISTRATION 


Milton Shoshkes, M.D. 


and 
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Prolonged anticoagulant therapy is presently a part 
of the accepted treatment for the group of illnesses 
associated with actual or threatened thromboembolic 
phenomena. Particularly is this true in the acute phase 
of myocardial infarction, in which anticoagulant 
therapy is frequently used for weeks at a time. Drugs 
effecting a hypoprothrombinemic state have been pre- 
ferred to heparin sodium for this purpose, since they 
can be given orally, are less evanescent in action, and 
are cheaper. However, despite the variety of hypo- 
prothrombinemia-producing drugs available at pres- 
ent, all carry with them the danger of unforeseen and 
dangerous depressions of the circulating prothrombin, 
with its concomitant threat of uncontrollable hemor- 
rhage. The frequency of such complications has been 
emphasized recently by Russek and Zohman,' who 
collected reports of 122 deaths directly attributable 
to the use of these drugs in the treatment of acute 
myocardial infarction. Yet, the efficacy of this type of 
therapy in reducing fatal thromboembolism in this ill- 
ness has proved to be a sufficient justification for the 
continued use of these drugs, especially when applied 
to the seriously ill patient with complication-associated 
illnesses predisposing to thromboembolic catastro- 
phes.* Vitamin K; and its oxide have proved to be 
extremely effective antagonists to these drugs and can 
rapidly reverse the elevated prothrombin times pro- 
duced by bishydroxycoumarin (Dicumarol),’ ethyl 
biscoumacetate (Tromexan ethyl acetate), phenin- 
dione,* and cyclocumarol (Cumopyran)° in a period 
of hours. The preparation of a stable, concentrated 
emulsion of vitamin Kj, first reported by one of us and 
co-workers,” made available an effective and easily 
handled antidote to such anticoagulant overdosage. 
The intravenous dose of this emulsified vitamin recom- 
mended to antagonize a drug-induced hypoprothrom- 
binemia in humans is 50 mg.; however, 100 mg. is 
occasionally required.* 

Since the literature concerning vitamin K, and its 
oxide has been mainly limited to observations after its 
intravenous administration, one of us‘ studied the 
quantitative comparison between the effectiveness of 
50-mg. doses of the emulsion administered intramus- 
cularly and then intravenously into dogs that previous- 
ly had been rendered hypoprothrombinemic by bishy- 
droxycoumarin. The intramuscularly administered 
vitamin emulsion was found to be ineffective, with 
only a small and transient lowering of the prothrombin 
time observed. The intravenous dose produced a rapid 
reversal of the elevated levels to normal limits. Since 
this observation has a good deal of clinical relevance, 
these studies were continued upon human subjects. 


From the Medical Service of the Newark Beth Israel Hospital. 


¢ The anticoagulant action of drugs such as bis- 
hydroxycoumarin can be corrected, when necessary, 
by administration of vitamin K,. Its effectiveness for 
this purpose was observed in 20 patients who had 
been receiving anticoagulants as prophylaxis against 
thromboembolic complications of various diseases, 
especially acute myocardial infarction. Prothrombin 
times were determined at stated intervals before and 
after intramuscular injection of vitamin K, and again 
after intravenous injection. The intramuscular injec- 
tions had unpredictable effects, and the average 
change in prothrombin time did not differ signifi- 
cantly from zero. The intravenous injections, how- 
ever, generally had the desired effect of shortening 
the prothrombin time. The shortening amounted to 
about 10 seconds on the average and was most 
marked from 8 to 24 hours after the injection of the 
vitamin. 


Method 


The study included 20 adults who previously had 
been under anticoagulant therapy, using bishydroxy- 
coumarin for relevant illnesses associated with poten- 
tial thromboembolic phenomena. Nineteen of this 
group were hospitalized for acute myocardial infare- 
tions and one for acute thrombophlebitis of a lower 
extremity. Blood prothrombin times were determined 
daily. On the concluding day of therapy with bishy- 


Response of Bishydroxycoumarin (Dicumarol)-Induced 
Hypoprothrombinemia to 100 Milligrams of Parenterally 
Administered Vitamin K, Emulsion 


intramuscular Group Intravenous Group 


Standard 


Standard 

Time, No. of Mean Deviation No. of Mean Deviation 
Hr. Subjects See. ot Mean Subjects See. of Mean p 
18 3.9 18 —2,2 2.8 
2 20 —0.3 4.3 20 —2.5 3.3 1.8 
4 19 —0.2 6.8 19 —4.2 3.6 2.2 
8 17 8.3 —9.0 w8 2.7 
24 20 —O.4 9.5 18 —9.8 10.2 2.8 


droxycoumarin, usually after weeks of stabilized levels 
of hypoprothrombinemia, with prothrombin levels 
maintained at 50% or less, these 20 patients were 
treated with 100 mg. of vitamin K, emulsion admin- 
istered intramuscularly. Determination of their pro- 
thrombin times was done just prior to vitamin in- 
jection, then 1, 2, 4, 8, and 24 hours subsequent to this 
time. After the blood for the 24-hour determination 
was drawn, and the prothrombin time was still 50% 
or less, they were given 100 mg. of the vitamin emul- 
sion intravenously, and similar time intervals were 
used for following further changes in the circulating 
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prothrombin. No bishydroxycoumarin was given fol- 
lowing the first vitamin injection. Oxalated blood was 
used throughout, and the prothrombin times were 
determined by the Link-Shapiro modification of the 
Quick method, using Solu-Plastin (solution of throm- 
boplastin derived from fresh brain and lung tissue). 


Results 


The results of the experiment are reproduced in 
figures 1 and 2. The control prothrombin times in 
seconds are used as the base line value, and the devia- 
tions from this value at the observations made after 
1, 2, 4, 8, and 24 hours are plotted as positive or nega- 
tive deflections. A statistical analysis of the results is 
recorded in the table. It should be noted that the 
comparisons between the intramuscular and the intra- 
venous groups for the 4, 8, and 24 hour observations 
are of significant statistical difference according to the 
p value of 2.0. The curves illustrating the mean values 
for the intravenous and intramuscular groups are 
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HOURS AFTER LE ADMINISTRATION 


Fig. 1.—Response of bishydroxycoumarin (Dicumarol)-induced hypo- 
prothrombinemia to 100 mg. of intramuscularly administered vitamin Ki 
emulsion. 


shown in figures 1 and 2. The unpredictability of re- 
sponse of the prothrombin times after the intramus- 
cularly given doses is notable. A more consistent fall 
in the prothrombin times appears after the intravenous 
dosage. 
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Comment 


In the intramuscularly injected group, six patients 
responded with a fair depression of their previously 
elevated prothrombin times. However, the unpre- 
dictability of response to this mode of injection should 
contradict the use of the intramuscular route in emer- 
gency situaticns, where the immediate control of an 
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Fig. 2.—Response of bishydroxycoumarin (Dicumarol)-induced hypo- 
prothrombinemia to 100 mg. of intravenously administered vitamin Ki 
emulsion, 


actual or threatened hemorrhagic tendency is para- 
mount. These observations on humans confirm to 
some extent the observations in dogs, in which the 
intramuscular deposition of a clinically effective dose 
of vitamin K,; emulsion was far inferior to the same 
dose given intravenously. The cause of this difference 
in effect is not clear. Some absorption of vitamin from 
the intramuscular depot occurs without question, but 
whether there is a local destruction of the remaining 
vitamin or an incomplete absorption from this depot 
is not determinable from these observations alone. It 
is sufficient to note that the intravenous route of ad- 
ministration is the route of choice. When the need for 
the antagonism of drug-induced hypoprothrombinemia 
is urgent, this emulsion must always be given intra- 
venously. 
Conclusions 


A quantitative comparison between the effective- 
ness of 100-mg. doses of vitamin K, emulsion admin- 
istered intramuscularly and then intravenously in 20 
human subjects previously rendered hypoprothrom- 
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binemic by bishydroxycoumarin (Dicumarol) shows 
that intramuscularly given doses were unpredictable in 
their reversal of the elevated prothrombin times. 
Intravenous administration is the route of choice for 
injecting vitamin K, emulsion. When the need for 
this vitamin is urgent, as in excessive and dangerous 
drug-induced hypoprothrombinemia, it should always 
and only be injected intravenously. 


505 Elizabeth Ave. (8) (Dr. Shoshkes). 


The bishydroxycoumarin used in this study was supplied as Dicurnarol 
by Merck & Co., Inc., Rahway, N. J. The vitamin Ki was supplied as 
Mephyton by Merck & Co., Inc., Rahway, N. J. The thromboplastic sub- 
stance was supplied as Solu-Plastin by Schieffelin & Company, New York. 
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MENINGEAL DIVERTICULA OF SACRAL NERVE ROOTS (PERINEURIAL CYSTS) 


Kenneth J. Strully, M.D., New York 


Among the many causes for low back pain, lesions 
within the sacrum have been the least suspected, most 
infrequently recognized, and rarely treated. The 
reasons for this are the nonspecificity of symptoms, 
the general absence of neurological signs and the dif_fi- 
culty in properly demonstrating the structure of the 
sacrum roentgenographically. The latter has un- 
doubtedly been the greatest barrier to proper diag- 
nosis. Consequently, innumerable patients have 
continued to suffer pain without being afforded 
proper therapy. 

Sacral cysts as a cause for pain have never been 
adequately investigated because of the inability to 
make the diagnosis except by exploratory operation. 
This is a formidable hurdle for the patient and sur- 
geon. Therefore, any means of reasonably establish- 
ing a difficult diagnosis, short of surgery, is to be 
desired. The lesions described by Tarlov ' were desig- 
nated by him to be “perineurial cysts.” From the new 
diagnostic criteria to be presented, it will be seen 
that these are not cysts but diverticula of the nerve 
root sheaths. The term “meningeal diverticula of 
nerve roots” is appropriate and more in keeping with 
the anatomic and radiological findings. 

The material to be presented gives the first con- 
clusive evidence for the x-ray diagnosis of meningeal 
diverticula. During the past several years various neu- 
rosurgeons have removed approximately 30 such enti- 
ties. Undoubtedly a few others have been found, but 
this did not take such lesions out of the category of rar- 
ities. However, in view of the x-ray findings to be 
reported, it becomes evident that these abnormalities 
are more common than previously considered. It 
seems obvious now that in the past many patients 
were inadequately treated because of our failure to 
heed the significance of specific x-ray findings. Al- 
though many changes have been found almost in the 
realm of microradiology, all of them are considered 
to be of the utmost importance. 


Associate Attending Neurosurgeon, North Shore Hospital, Manhassett, 
N. Y., and Beth David Hospital, New York. 


¢ Four cases of meningeal cysts in the sacral region 
are reported in detail, supplementing a series previ- 
ously reported. Low back pain, unexplained by usual 
diagnostic procedures and resistant to ordinary treat- 
ment, led to the use of delayed myelography with 
iophendylate, which showed the existence of diver- 
ticula of the root sheaths of various sacral nerves. 

The x-ray evidence was confirmed at operation. 
Laminectomy revealed not only the cysts filled with 
contrast medium but also extensive cavitations in the 
bone. Opening the cysts and resecting the affected 
nerve roots was followed by great improvement in 
the patient’s condition in each case. 

These cases show that cyst-like diverticula of the 
nerve sheaths can develop in adult life, that they can 
cause local pressure atrophy in bone, and that they 
are amenable to treatment. 


In 1954, Heiser and I° reported a series of intra- 
sacral meningeal cysts. It was concluded that “in all 
patients with low back pain, lesions within the sacral 
canal should be considered if other causes have been 
excluded.” This was an indirect approach to the 
problem, but no satisfactory method for preoperative 
diagnosis was available. The acquisition of additional 
material correlated with the above-mentioned series 
has revealed new means of diagnosis without the dis- 
appointments concomitant to exploratory surgery. 
Subsequent to treating these earlier cases, a nerve root 
diverticulum was diagnosed on x-ray evidence alone 
and its presence confirmed at operation. This was 
reported as an addendum to the above-mentioned 
series. Four more cases are now reported in detail, 
with stress laid on the correlation of x-ray and opera- 
tive findings. 

Report of Cases 


Case 1.—A 52-year-old female was admitted to Beth David 
Hospital on Jan. 5, 1955. During the preceding five years she 
had suffered numerous attacks of vague low back pain. In 
March, 1954, she developed, without trauma, constant pain in 
the posterior aspect of the right thigh and in the popliteal space. 
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On occasion the pain radiated into the calf. There was no back 
pain. From April 17, 1954, to May 19, 1954, she was hospital- 
ized at Beth El Hospital in Brooklyn. Myelography was re- 
ported as normal. Traction was applied and she improved. In 
early December, 1954, the severe pain in the right lower ex- 
tremity recurred. Coughing and standing intensified the pain. 
Examination showed forward flexion of the spine to be moder- 


Fig. 1 (case 1).—Four large collections of iophendylate distal to caudal 
sac. The large one on the right was removed. 


ately limited because of pain in the right popliteal space. 
Straight leg-raismg was limited to 135 degrees. Pressure and 
percussion over the sacrum produced local pain. No reflex or 
sensory changes could be demonstrated. 

Roentgenograms taken Jan, 6, 1955, reveal four large sym- 
metrically placed accumulations of residual iophendylate ( Pan- 
topaque ) distal to the caudal sac. The lateral limits of the two 
larger globules are far beyond the normal extent of the sacral 
canal and are indicative of erosion of its lateral walls (fig. 1). 
In the lateral projection a large globule of iophendylate occu- 
pies a space larger than the normal anteroposterior diameter of 
the canal. Erosion of the bone can be seen in the sacral body 
and dorsal plate (fig. 2). Diagnosis of meningeal diverticula 
of sacral roots was made. 

On March 2, 1955, a sacral laminectomy was performed. The 
sacral canal was markedly widened and contained four cyst-like 
lesions within individual nerve roots. The largest of these meas- 
ured 1.7 cm. in its greatest diameter. All lesions corresponded 
to the collections of iophendylate seen on the roentgenograms 
and had produced erosion or pressure atrophy in all directions. 
The nerve root containing the largest diverticulum was re- 
moved. Portions of the walls of the remaining lesions were re- 
sected. Iophendylate escaped from each one. 

The histological diagnosis was perineurial cyst. Postoper- 
atively the patient was greatly relieved of pain, but she com- 
plained of numbness of the right labia secondary to resection 
of the nerve root. This improved partially. A roentgenogram of 
the specimen reveals two large collections of iophendylate with- 
in the diverticulum. This bilocular structure is also seen in a 
photomicrograph of the specimen. The nerve fibers course 
around the cavities and through the septum. 
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The diagnosis was made on the basis of globular 
collections of iophendylate within the sacral canal, 
widening of the canal as indicated by these accumu- 
lations, and evidence of erosion of the sacrum as seen 
in the lateral projections. The symptoms were con- 
sidered compatible with meningeal diverticula. 


Case 2.—A 57-year-old female was admitted to the North 
Shore Hospital, Manhasset, N. Y., on Nov. 1, 1955. In March, 
1952, she had undergone laminectomy for a herniated disk be- 
tween L-4 and L-5 on the right. The pain in the right lower 
extremity was relieved, and she was asymptomatic for about one 
year. She then complained of an aching pain in the right 
sacral area and right buttock with jabs of pain radiating into 
the left sacral area. The pain was intermittent, increased when 
standing or sitting, and relieved with bed rest. Symptoms 
gradually increased and became almost constant. X-ray films 
taken after the onset of the newest symptoms reveal several 
large collections of residual iophendylate within the sacrum. 
Her symptoms were attributed to reaction to the dye. Physical 
examination showed no limitation of motion and no reflex 
or sensory changes. The sacrum was prominent, with percussion 
and pressure causing pain. 

X-ray films taken on Nov. 2, i955, reveal a number of globu- 
lar opacities in the sacrum. These lie in the anteroposterior 
exposure beyond the normal lateral extremities of the canal. 
There is an area of decreased density on the left side at the 
level of S-2, within which is seen a cluster of droplets of oil. 
The lateral portion of this area of decreased density is bounded 
by sclerotic bone extending beyond the lateral edge of the 
sacrum and producing an asymmetrical appearance between 
the right and left sides (fig. 3). In the lateral views of the 


Fig. 2 (case 1).—Lateral view showing excavation of bone around large 
collection of oil. 


sacrum, the canal is widened and the bone deformed around 
the iophendylate globules. Diagnosis of meningeal diverticula 
of sacral nerve roots was made. 

On Nov. 3, 1955, a sacral laminectomy was done. When 
the muscle was stripped off the bone, the periosteal elevator 
entered the sacral canal through an oval defect in the dorsal 
plate on the left side. This measured approximately 3 by 2 cm. 
and corresponded to the area of decreased density seen in the 
x-ray films. On the right side there were two erosions, each 
5 mm. in diameter, over the superiorly placed collection of oil. 
After the dorsal plate had been removed, the canal was found 
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to be markedly widened and contained four large thin-walled 
diverticula. The largest of these lay beneath the area of bony 
defect and measured approximately 6 by 4 cm. Each lesion had 


Fig. 3 (case 2).—Multiple collections of iophendylate in sacral canal. 
Arrow indicates spur of sclerotic bone displaced laterally and defining area 
of erosion. 


produced a mold-like cavitation in the adjacent bone. In addi- 
tion, a nerve root on the right side at approximately S-4 was 
found to be intimately adherent to a fragment of bone that 
measured 2 cm. in greatest diameter. This was removed. 
Another nerve root at the right, bound down by dense adhesions 
and containing a diverticulum, was resected. The other cysts 
were opened. 

Postoperatively the patient had partial relief of pain but 
complained of perianal and vaginal anesthesia on the right. 
This improved to a moderate extent. Histological examination 
of the bony lesion showed atrophic and chemically inflamed 
marrow covered by peripheral nerve on two opposite surfaces. 
The other specimen revealed a segment of spinal nerve ganglion 
and a cyst of meningeal origin. 


In this case, the diagnosis was also made after ex- 
amination of the x-rays. The history of pain and 
tenderness over the sacrum was considered compat- 
ible with the suspected lesions. Epidural aerography 
was attempted but was unsuccessful because of the 
scarring from the previous laminectomy. The erosion 
in the sacrum is significant and makes it advisable to 
proceed with caution in all such operations, since the 
sacral canal may be inadvertently entered with a 
sharp instrument. The fragment of bone with adher- 
ent nerve roots is believed to have been a sequestrum 
resulting from pressure of adjacent cysts. 

Case 3.—A 42-year-old female from Puerto Rico was ad- 
mitted to Beth David Hospital on Nov. 21, 1955. During the 
previous two years she had experienced recurrent attacks of 
pain in the left lower extremity. This improved with bed rest 
and was not related to effort. There was no history of trauma. 
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The pain was intensified by coughing and sneezing. Examina- 
tion showed tenderness at the lumbosacral level. There was no 
limitation of motion and no reflex or sensory changes were 
found. Diagnosis of herniated lumbar disk was made, 

Myelography, done Nov. 22, 1955, revealed, under fluoro- 
scopic examination, a persistent defect between L-4. and L-5 
and possibly between L-3 and L-4 on the left. The iophendy- 
late flowed through a very narrow channel into a large cavity 
just below the lumbosacral joint in the right side of the sacrum 
(fig. 4). Tilting the patient, with the head down, allowed the 
oil to partially flow back into the subarachnoid space. Delayed 
myelography carried out the next day revealed additional 
smaller collections of oil distal to that seen the day before 
(fig. 5). Erosion with widening of the sacral canal is also seen. 
Diagnosis was made of (1) herniated lumbar disk, between 
L-4 and L-5 on the left, and (2) meningeal diverticula of S-2 
and S-3 nerve roots on the right. 

Laminectomy, done Nov. 23, 1955, between L-4 and L-5 
on the left revealed a herniated disk, which was removed. The 
sacrum was unroofed on the right side from the lumbosacral 
joint to $-2. A large (1.4 cm.) cyst-like swelling of $-2 nerve 
root and a 1.0 cm. lesion on S-3 nerve root were found. The 
distal nerve root was resected. The proximal lesion was opened 
after it had been determined that compression produced empty- 
ing of its contents into the subarachnoid space. Histological 
study revealed a meningeal diverticulum of a nerve root. Post- 
operatively, the patient was greatly improved. 


This patient’s symptoms were due to the disk her- 
niation exclusively. However, in view of past experi- 
ence, as in case 2, it was considered advisable to ex- 


Fig. 4 (case 3).—Iophendylate in two diverticula on right. Defect due to 
herniated disk between L-4 and L-5 on the left. 


pose the diverticula and either remove or resect. them. 
Considering their size and the presence of bone 
erosion, they would undoubtedly have caused symp- 
toms in the near future. 
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Case 4.—A 40-year-old temale was admitted to the North 
Shore Hospital, Manhasset, N. Y., on Dec. 15, 1955. For many 
years she had suffered occasional low back discomfort. In 
September, 1955, she developed sharp pin-like pain in the 
right side of the vagina. This was more severe during menstrua- 
tion. In October, 1955, she experienced pain in the low back 
while sitting. Gynecologic examination was normal. Shortly 


Fig. 5 (case 3).—Delayed myelogram—24 hours. Additional diverticula 
have filled with iophendylate. 


after this, the pain became more severe and localized to the 
right sacral area. The pain was intensified by standing, sitting, 
straining, and during menstruation. Lying in bed gave great 
relief. Examination showed tenderness over the right side of 
the sacrum. Percussion produced a hollow sound. Forward 
flexion of the spine caused severe pain. There was an area of 
erythematous discoloration over the right side of the sacrum, 
which was more prominent than the left. No sensory or reflex 
abnormalities were found. 

X-ray examination shows an area of distorted bone structure 
at approximately $-3 level on the right. The cancellous archi- 
tecture has been destroyed, and the caudal canal widened from 
side to side and in the anteroposterior dimension as well. The 
area is bounded rather sharply at the right lateral extremity by 
a thin line of increased density (fig. 6). In the lateral view, 
the upper margin of this area is bounded by another curvilinear 
shadow at the middle of the second sacral segment. Spina- 
bifida is present. Diagnosis of meningeal diverticula of sacral 
nerve roots was made. 

Myelography, done Dec. 16, 1955, shows the caudal sac to 
end just below the area of bone destruction described above. 
The sac is wide, measuring 2.7 cm. The conical portion is 
displaced toward the left and flattened on the right side. In 
some positions, a crescentic defect is seen on the right. A very 
small irregular column of opaque material extends from the 
right inferior margin of the caudal sac toward the area of bone 
destruction. Delayed myelography after 24 hours demonstrates 
further change in the pattern and distribution of opaque ma- 
terial in the sacral area. Increased amounts are present along 
the right side of S-2 and S-3. The relationship between the 
opaque material and the line of increased density is clearly 
defined. There is evidence of a large collection of oil on the 
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left side at a slightly higher level. Several other collections are 
visible on the right, with erosion of the sacrum (fig. 7). These 
findings gave the impression of multiple meningeal diverticula 
of sacral roots. 

Sacral laminectomy, done on Dec. 21,1955, revealed atrophy 
of the muscle mass over the right side of the sacrum. The 
dorsal plate on that side was paper thin and translucent. Per- 
cussion produced a hollow sound on that side. Removal of the 
plate to S-4 level revealed the sacral canal to be markedly 
widened to approximately 8 cm., with the greatest widening 
toward the right. The right lateral wall of the canal was deeply 
scalloped in two places, one of which corresponded to the 
curvilinear density seen in the x-ray studies. The right side of 
the canal was occupied by a large single thin-walled cyst-like 
lesion, which extended from the lumbosacral joint above to 
the sacrococeygeal level below and from the lateral wall on 
the right to approximately 1 cm. to the left of the midline. The 
widest measurement was approximately 5 cm., the longest 15 
cm., and the deepest 3 cm. The portion that extended into the 
distal unroofed segment of the sacral canal was withdrawn like 
the meat from the claw of a lobster and was 5 to 6 mm, in 
diameter. A portion of the diverticulum lay over the right side 
of the caudal sac like a cap. The membrane was almost com- 
pletely removed and was adherent at only two points: proxi- 
mally at the point of exit of a nerve root from the caudal sac 
and distally at the root ganglion. The nerve root lay completely 
within the cavity of the diverticulum and was devoid of any 
meningeal covering. The third sacral nerve root was seen lying 
along the lateral wall of the widest scallop and was thickened 
and markedly flattened by the pressure of the diverticulum 
against it. The remaining nerve roots were displaced toward 
the left and were bound together by fibrous tissue. Postopera- 
tively, the patient was greatly relieved of symptoms and had 
no neurological deficits. 


Fig. 6 (case 4).—Arrow indicates lateral ballooning of sacrum and area 
of distorted architecture. 


This was by far the largest diverticulum treated and 
had produced the most extensive changes found to 
date. The x-ray films were extremely helpful in making 
the diagnosis as well as in confirming the previously 
acquired impression that lateral bulging of the saeral 
wall and distortion of architecture are important signs. 
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Comment 


It was considered, in view of past experience, that 
isolated globular collections of iophendylate that ap- 
peared in the sacrum some time after myelography 
indicated the presence of meningeal diverticula in 
nerve roots. This has been confirmed in four addi- 
tional cases with multiple lesions. Meningeal diver- 
ticula have also been found in two other instances. 
These were only 4 to 5 mm. in diameter and were not 
considered accountable for symptoms produced by 
intrasacral meningoceles. 


Fig. 7 (case 4). Delayed myelogram—24 hours. Additional iophendylate 
has entered the diverticulum and is closely related to the area of ballooning. 


The case reports herein presented give further 
evidence that collections of radiopaque oil are of 
diagnostic significance. Furthermore, it is evident 
with x-ray studies that certain changes take place 
within the sacral cana! when these lesions, either 
single or multiple, are of sufficient size to produce 
symptoms. The canal may be dilated or eroded in 
the anteroposterior plane or in a portion of the lateral 
walls. This is sometimes difficult to demonstrate be- 
cause proper roentgenographic detail is extremely 
difficult to acquire. With this in mind, tomography 
is being carried out in the right and left lateral planes 
as well as in the anteroposterior plane. With further 
study, it is felt that our ability to interpret the find- 
ings will improve and tomography will be of great 
importance. 

Of greater significance, at this point, are the find- 
ings obtained during myelography, with a single 
diverticulum adjacent to the caudal sac, and after 
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myelography, with more distally placed or multiple 
outpouchings. In the former instance, asymmetry of 
the caudal sac has been found. The masses produced 
a gross indentation in one wall of the sac in one case 
and only a flattening in two others, but the difference 
in the two sides was positive. 

Diverticula found at operation to be lying distal to 
the sac had failed to produce any changes in the 
myelograms, which were correctly reported to be 
normal. However, films taken weeks or months later 
exhibited large collections of residual iophendylate 
within the sacral canal. Associated with this, areas 
of atrophy in the fioor of the sacral canal and thinning 
of the dorsal plate in the region of the masses of oil 
could be seen. In addition, the collections appeared 
to be lying beyond the normal lateral extremities of 
the sacral canal. The changes in the bone have been 
confirmed at operation, where the diverticula were 
found to occupy large mold-like hollows. 

In one case, complete erosion through the dorsum 
of the sacrum had occurred at three points over the 
diverticula, the largest measuring approximately 3 cm. 
in greatest diameter. In two cases oil was seen to 
enter the diverticula in small amounts during myelog- 
raphy. Films taken the next day revealed filling of 
additional cavities plus more oil in those first seen. 

The cause of pain in these cases is obvious. Diver- 
ticula of nerve roots are well limited by the bony canal 
in which they lie. As the mass increases in size, the 
filaments of the sensory roots are stretched over the 
periphery of the lesion and compressed against the 
walls of the sacral canal. Adjacent roots are also com- 
pressed. The pressure must be great, since erosion of 
the sacrum also occurs. With further thinning of the 
dorsal sacral plate, the periosteum is involved and 
another source of pain added. Meningeal diverticula 
are believed to be congenital in origin. If this is so, 
one would anticipate the production of symptoms at 
an early age. However, experience to date shows that 
they manifest themselves in the fourth, fifth, or sixth 
decades of life. The presence of iophendylate within 
the cavities gives a clue to the mechanism of their 
formation. 

The fact that iophendylate is able to seep along a 
nerve root from the subarachnoid space into a diver- 
ticulum is indicative that a degree of patency, perhaps 
microscopic, exists in this normally obliterated space. 
If a communication is present, it is then conceivable 
that spinal fluid that is less dense than iophendylate 
will, by hydrostatic pressure, travel readily along the 
nerve root, find a weak spot, and cause the sheath to 
balloon. Continuous pressure of about 500 to 600 mm. 
H.O in the sitting and standing positions, and less in 
the recumbent positions, can produce the changes. 

The walls of a diverticulum are nonsecretory, there- 
fore the fluid contained within must derive either 
from the vasa nervorum or the subarachnoid space. 
The presence of radiopaque oil is strong evidence 
that the latter is the source of fluid. The oil, because 
of its density, is slow to reach these cavities, which 
usually do not fill during myelography. Because of 
this one fact, that iophendylate can enter a so-called 
perineurial cyst, we may conjecture as to the use of 
this term. With the physiological mechanism de- 
scribed above, that which appears to be a cyst is 
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actually an outpouching of the nerve sheath. This is 
not unlike arterial aneurysms in the manner of forma- 
tion. The only satisfactory descriptive term for these 
lesions is, as mentioned earlier, meningeal diverticula 
of nerve roots. 

Why the oil does not freely run out of the diver- 
ticula can be answered by stating the following facts: 
The oil is thick; the space in the nerve sheath is micro- 
scopic; the sacrum is lower than other parts of the 
vertebral column even at bed rest; and many hours are 
usually required for the oil to pass along the root. 
Only one individual has been observed to have a free 
flow of iophendylate in either direction during a 
fluoroscopic examination. In other cases the oil would 
undoubtedly flow back into the caudal sac if the pa- 
tient could be maintained with the sacrum at a high 
point for a long enough time. Trauma or repeated 
strain may also be a primary or secondary factor in 
causing dissection of cerebrospinal fluid along a nerve 
sheath, thus establishing a pathway for the production 
of a diverticulum. 

Some of the confusion in diagnosis can be attributed 
to the absence of neurological signs. To date, no 
motor, sensory, or reflex changes have been found. 
Those roots most frequently affected lie distal to the 
elements that form the lumbosacral plexus. The nerve 
fibers are not destroyed, just stretched, and produce 
only pain. In addition, disk herniations may also be 
present to produce symptoms that mask the other 
lesions. This occurred in two cases. 

The following points bring to our attention certain 
x-ray findings that have, in the past, been wholly dis- 
regarded. 1. Intrasacral lesions, either meningoceles 
or root diverticula, produce pressure atrophy in the 
sacrum. This has been seen with careful x-ray ex- 
amination of the sacral canal in the lateral projection. 
The anteroposterior views may show erosion of the 
body and dorsal plate or ballooning of the lateral 
cortex of the sacrum, 2. Asymmetry or deformity of 
the caudal end of the subarachnoid space, seen in 
myelograms; is strongly suggestive of a mass lesion 
with the sacrum. 3. The free flow of iophendylate into 
large sacular dilatations within the sacral canal or 
prolongation of the caudal sac below the upper one- 
fourth of the sacrum strongly suggests a congenital 
deformity and is frequently associated with diverticula 
of the sacral root sleeves. 4. Globular collections of 
radiopaque oil within the sacral canal, separated from 
the normal subarachnoid space, appearing hours, days, 
or weeks after myelography, and associated with focal 
atrophy of the sacrum, are indicative of diverticula 
of root sheaths. 

The operative findings in each case confirmed the 
x-ray diagnosis. It would be only proper to express 
gratitude to those unknown individuals who fortunate- 
ly failed to effect a complete removal of iophendylate 
after myelography. Without the information gleaned 
from subsequent x-ray films, it would not have been 
possible to bring these lesions out of the depths of 
obscurity and afford relief for apparently causeless 
pain. In fact, it seemed advisable, in suspected cases, 
to leave a small amount of oil in the subarachnoid 
space to permit future study. This delayed myelog- 
raphy has been carried out in two cases and was 
found to be of value in both instances. 
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A logical question concerns the relationship of 
iophendylate in the spinal canal to the formation of 
diverticula. From what had been observed as to the 
time factor between the instillation of oil and its ap- 
pearance within the sacrum in three cases, it was 
obvious that the alterations preexisted myelography. 
The elapsed time was only a matter of hours or days, 
certainly insufficient time to produce the changes 
found at operation. 

It is of interest that, of the eight individuals in 
whom such diverticula have been found, seven were 
women. The series is too small as yet to consider this 
primarily a disease of females. However, if these are 
congenital lesions, it may be of added significance that 
intrasacral meningeceles are also seen more often in 
women. Symptoms in these cases were similar in 
respect to the location of pain and its intensification 
with standing, sitting, or straining. Relief was ob- 
tained when lying in bed. Except in case 1, the pa- 
tients had pain localized primarily to the sacrum. No 
neurological changes could be found in any of these 
individuals. 

Confirmation of some of the details described here 
can at times be found in isolated case reports (Taheri, 
Riemenschneider, and Ecker*; Heiser and Strully *; 
and Schurr*). The x-ray evidence gathered from a 
total of 12 cases with intrasacral lesions—meningocles 
and diverticula of nerve roots—has proved accurate 
in the diagnosis of pathological processes in the 
sacrum. Schurr’s statements that the bone is expanded 
and eroded only by extradural cysts and that peri- 
neurial cysts do not usually communicate with the 
subarachnoid space are refuted by the evidence at 
hand. All cases presented, and review of the x-ray 
films in those previously reported, show evidence of 
bone destruction plus iophendylate within the menin- 
geal diverticula of nerve roots. 
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Tobacco and Cancer in the Tropics.—Benjamins has described 
sarcomata of the nose and larynx in negro races. Davies in Kam- 
pala found 61 cases amongst 2,162 autopsies. There were one 
of the jaw, two of the antrum of Highmore, one of the neck, 
and three of the oesophagus. It must be realized that these 
autopsy findings do not necessarily reflect the true incidence of 
malignancy. Flat-celled epitheliomata are due to Chutta, a 
primitive cigar, smoked in S. India. Chutta cancer is common in 
Vizagapatam where the cigar is smoked with the burning end 
inside the oral cavity. Betel-chewing in S. India and Ceylon 
gives rise to epithelioma of the tongue and mouth while Khaini 
cancer of the lower lip is found in Bihar in N.E. India from a 
mixture of tobacco leaf and lime. A pinch is deposited in the 
groove between the teeth and lower lip and, after a time, a 
squamous-cell carcinoma develops.—P. Manson-Bahr, Tropical 
Diseases Affecting the Throat, Nose and Ear, The Journal of 
Laryngology and Otology, April, 1956. 
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A form of diffuse pulmonary calcification called 
microlithiasis alveolaris pulmonum by Puhr,’ in 1933, 
has been reported sporadically only in European coun- 
tries until recently, when two reports from the United 
States appeared simultaneously.* The essential fea- 
ture of this disease is a striking radiological appear- 
ance resembling miliary tuberculosis, caused by in- 
numerable intra-alveolar concrements thr:aghout the 
lung; in contrast to the degree of radiological and 
pathological changes, there are relatively few clinical 
symptoms until the late stages of the disease. Because 
of the increasing use of survey roentgenograms in- 
volving larger segments of the population, it is quite 
likely that this condition may be seen more frequently 
in the future. An awareness of its existence may lead 
to earlier recognition and avoidance of prolonged hos- 
pitalization. Since the pathology of our case has been 
described in detail elsewhere,*” the objective of this 
paper is to present clinical aspects of the disease and 
to summarize present knowledge by review of the 16 
other cases encountered in the medical literature.” 
That this disease is not as rare as would appear from 
the small number of reported cases is indicated by 
the fact that 9 out of the 16 cases were published 
during the past five years, although the first report 
dates back 100 years.” 


Report of a Case 


A 35-year-old male of Mexican extraction was admitted to 
the Chicago Municipal Tuberculosis Sanitarium on Feb. 6, 
1955, for diagnostic examination. He was completely asympto- 
matic. A year previously the patient had been admitted to a 
general hospital with symptoms suggesting an acute surgical 
abdomen, after he had experienced several similar attacks in 
the past after excessive alcoholic intake. The symptoms again 
promptly subsided; however, an admission chest x-ray was re- 
ported to be compatible with miliary tuberculosis, and the pa- 
tient was transferred to a sanitarium where antituberculosis 
chemotherapy was instituted. Although it was soon suspected 
that the diagnosis was in error, studies could not be completed 
since the patient left that institution against medical advice. 
Subsequent visits by a public health nurse led to the present 
administration for purpose of further diagnostic investigation. 

The patient was born in Dallas, Texas, in 1919. He had 
measles in childhood and a chancre in 1935, inadequately 
treated. Otherwise the history was noncontributory, especially 
there were no known allergies, pulmonary infections, or cardiac 
disease. The family history was negative. The occupational 
history revealed that he worked as a cotton picker in Texas 
from 1931 to 1937; after this, until 1942, the patient was em- 
ployed by a fertilizer company, where he handled sulfur rocks 
that were later ground and mixed with some kind of “earthy 
material” in preparation for shipping. A mask was worn part 
of the time on this job because of the high dust concentration. 


From the Municipal Tuberculosis Sanitarium and Department of Pathol- 
ogy, Cook County Hospital. 
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After two years of unemployment, the patient moved to Chicago 
in 1944 and became a machine operator at a rug factory, where 
he was again exposed to cotton and wool dust. Since 1946, 
however, he had worked in restaurants until the discovery of 
the present illness. During this period a mass survey film in 
1950 was reported negative, as was a previous film in 1942 
taken by the Selective Service System. 

Physical examination revealed a well-developed and appar- 
ently healthy man who weighed 134 Ib. (60.8 kg.) and was 
5 ft. 7 in. (170.18 cm.) tall. No signs of fever, dyspnea, cy- 
anosis, or edema were present. The tympanum of the left ear 
was perforated, but no discharge was seen. The chest was 
found to be well developed and symmetrical, with a circumfer- 
ence of 37 in. (93.98 cm.) and an inspiratory-expiratory differ- 
ence of 2 in. (5.08 cm.). On auscultation there were fine sub- 
crepitant rales at the end of the inspiratory phase over both 
bases. The heart was normal in size, the pulse being regular at 
a rate of 82 per minute and of good quality. There were no 
murmurs, and the aortic second sound equaled the pulmonic 
second sound, The blood pressure was 112/72 mm. Hg. No 
clinical evidence of decreased pulmonary reserve was noticed 
on exertion. Genitourinary findings were negative except for a 
small well-healed scar at the glans penis. A single pea-sized 
scalene lymph node was present on the left side. Early stages 
of pulmonary osteoarthropathy were noted in the fingers. 

Laboratory studies revealed erythrocyte counts between 
5,110,000 and 5,290,000 per cubic millimeter and hemoglobin 
levels ranging between 16.0 and 17.1 gm. per 100 cc., the 
packed blood cell volume being 52.2%. Total white and differ- 
ential counts, the platelet count, and bleeding and coagulation 
times were essentially normal. The sedimentation rate was 19 
mm. in one hour (Cutler). Urinalysis was negative. Blood 
serology revealed a negative Wassermann and Kahn reaction. 
There was a positive Venereal Disease Research Laboratory 
test. Spinal fluid examination showed an increased total protein 
level (84 mg. per 100 cc.), the spinal Wassermann being nega- 
tive. The blood chemistry values (per 100 cc.) were as fol- 
lows: nonprotein nitrogen 35 mg., uric acid 3.7 mg., inorganic 
phosphorus 3.8 to 4.2 mg., calcium 9.1 to 10.3 mg., bilirubin 
0.7 mg., total serum protein 6.6 gm., albumin 4.15 gm., and 
globulin 2.45 gm. The gamma globulin turbidity was 1.34 gm.; 
thymol turbidity was 2 units, while the cephalin-cholesterol 
flocculation tests showed a 3+ flocculation. Sulfobromo- 
phthalein (Bromsulphalein) retention was 5%. Carbon dioxide— 
combining power was 58 vol. % and alkaline phosphatase 5.8 
Shinowara units. Bacteriological studies for tubercle bacilli 
were all negative on concentration as well as on culture. Bron- 
choscopic aspiration cultures revealed no pathogens, including 
fungi. No malignant cells were found. The tuberculin test was 
positive (purified protein derivative, first strength) as was the 
histoplasmin skin test (1:500). The coccidioidin test was nega- 
tive. Special procedures also included scalene node biopsy, liver 
biopsy, and sternal bone marrow studies, all being noncontribu- 
tory. The electrocardiogram revealed an essentially normal trac- 
ing except for a tendency to right-axis shift. The circulation 
time (arm to tongue) was 12 seconds. Pulmonary function 
studies showed a maximum breathing capacity of 134 liters per 
minute and a vital capacity of 3 liters, indicative of a mild re- 
strictive ventilatory dysfunction. 

The roentgenograms (fig. 1) were most remarkable and re- 
vealed, except for occasional clumping, an exceptionally fine, 
diffuse granular and almost recticular pattern of nodulation 
pervading both lung fields, the greater density being toward 
the bases and obscuring the diaphragmatic and cardiac outlines. 
Bucky films showed no enlargement of the heart or the hilar 
nodes, and the infiltration seemed like grains of sand, the pat- 
tern of distribution almost outlining alveoli (fig. 2). There was 
some clouding in the left apex and evidence of pleural thicken- 
ing in the basal parts. No cavitation was present. Although the 
possibilities of miliary tuberculosis, hemosiderosis, beryllosis, or 
some unknown type of pneumonoconiosis were kept under con- 
sideration, the roentgenologic appearance was not particularly 
characteristic of any of these conditions. X-ray survey of the 
skeleton was negative. 

On March 3, 1955, a thoracotomy was performed for purpose 
of lung biopsy. The chest was opened through the right fourth 
anterior interspace, and, except for a few scattered adhesions, 
the lung was found to be free. On palpation of the right upper 
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and middle lobes, there was a diffuse granular and gritty feel. 
An area of some 2 by 1 by 1 cm. was excised from the upper 
lobe. Microscopically it was seen that approximately one-third 
of the alveoli contained concretions morphologically similar to 
corpora amylacea, ranging in size from 0.02 to 0.8 mm. (fig. 3). 
These in most instances were typically laminated, often with 
radial striations or onion-skin appearance. Some of the con- 
cretions contained bony lamellas. Except for these bodies, the 
alveolar spaces either were free or contained varying numbers 
of mononuclear cells with occasional multinucleated variants. 
Many of the alveoli containing microliths had normal walls, 
but more often the alveolar walls were thickened. Special stains 
revealed that the majority of the bodies were calcified. They 
contained doubly refractile lipids, and a positive colloidal iron 
stain suggested the presence of acid mucopolysaccharides. The 
concretions did not contain amyloid material or iron. Cellular 
remnants in the form of ribose or desoxyribose nucleic acids 
could not be demonstrated, Some of the ies appeared to 
be of younger age. They were smaller, showed only beginning 
laminations, and were not yet calcified. The patient remained 
asymptomatic and in excellent physical condition throughout 
the period of hospitalization. He was discharged on June 15, 


Fig. 1.—Diffuse, fine granular pattern of nodulation throughout the lung, 
the greater density being toward the base. 


1955, with the recommendation to continue clinic observation. 
Latest reports indicate that the patient is working again full 
time. 


Comment 


It must be recognized that our own observation and 
the limited number of other reported cases are not suf- 
ficient to draw definite conclusions as to the clinical 
features. There does, however, appear to be sufficient 
similarity between the cases thus far observed that the 
following generalities seem tenable. The typical course 
has been accidental discovery during a latent period 
followed by pulmonary insufficiency over a number of 
years. In some instances the disease was discovered as 
a terminal event. There appear to be no other symp- 
toms of the disease itself except those related to a me- 
chanical interference with pulmonary function. Ten to 
25 years may be required before strain on the right 
ventricle leads to failure and death. During the latent 
period, although the patient is symptomless, there is 
eventually a decrease in vital capacity and a secondary 
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polycythemia. As the disease progresses, these findings 
increase in severity and symptoms of pulmonary insufli- 
ciency appear. Cough, although present to some de- 
gree, is not a prominent feature. A rather constant 
physical finding in those patients observed over a pe- 
riod of time has been persistent fine basal rales, Nearly 
one-half showed also some degree of pulmonary em- 
physema and osteoarthropathy. The over-all course 
seems to be essentially afebrile. In the cases thus far 
reported, there is no evidence to suggest that once 
initiated the disease might regress, and treatment has 
been merely symptomatic. 

The gross pathology seems to have been almost iden- 
tical in all cases seen at autopsy. The lungs were large 
and heavy, weighing up to 5,000 gm. They did not col- 
lapse and felt like a “sack of sand.” There was thicken- 
ing of the pleural surfaces, giving a gritty feel on 
palpation. The lungs offered an increased resistance to 
the knife, not unlike pumice stone. The cut surfaces 
gave the impression of sandpaper, and minute concre- 
tions were seen to fall out. The microscopic appearance 
seemed to be essentially as described in our case, with 
the exception that in the later stages the percentage of 
alveoli involved was higher (up to 80%) and a greater 
amount of interstitial fibrosis was present. The calculi 
consisted predominantly of calcium and phosphorus 
salts, 70 to 90%, occasionally small amounts of alumi- 
num and magnesium salts, and in some instances traces 
of iron or silica. Dilatation and hypertrophy of the 
right side of the heart were found in most instances, as 
well as signs of cardiac decompensation in other or- 
gans. 

From the clinical standpoint the most impressive fea- 
ture lies in its roentgenographic appearance, which, 
except for the pathological picture, is the most charac- 
teristic aspect of the disease. All available roentgeno- 
graphic descriptions have been nearly identical and 
uniform enough to suggest that this condition may now 
be recognized on sight. The primary features consist 
of a diffuse granular or reticular pattern of minute 
nodules throughout the lung. There is greater density 
toward the bases of the lungs, where cardiac, dia- 
phragmatic, and rib shadows eventually become ob- 
scured, In some areas the nodules appear coalescent, 
but on closer inspection it can be seen that there is a 
superimposition of many individual nodules, which 
give this appearance of clumping. On the other hand, 
some reporters have described the presence of irregu- 
lar and somewhat larger “islands of bone deposition,” 
which could also account for the roentgenographic 
appearance of coalescence. In some apical areas of 
lesser density, individual nodules can be measured and 
seem to be less than 0.5 mm. in size. Because of the in- 
creased density of the lungs, roentgenograms normally 
exposed may show only a generalized haze, especially 
in the bases due to scattering of x-rays. A clearer pic- 
ture therefore can be obtained by use of a grid. Al- 
though the majority of writers do not report a definite 
change of the x-ray pattern, it must be remembered 
that in some of these cases patients were only seen 
when the disease was in the terminal stages. Two ob- 
servers,* however, do report an increase in density or 
an increased ground-glass appearance of the middle 
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and lower lung fields. Bullous emphysema in the apexes 
and evidence of pleural thickening may be additional 
roentgenographic features. 

The differential diagnostic aspect may indeed be 
very confusing to the casual observer, and the disease 
has been interpreted as possible miliary amyloidosis,“ 
pulmonary adenomatosis, hemosiderosis, metastatic 
carcinomatosis, histoplasmosis, or even “bronchitis ob- 
literans with bronchiolectasis.” However, miliary tu- 
berculosis was suspected in approximately one-half of 
all reported cases. In most instances the correct diag- 
nosis eventually was made as a postmortem event, and 
only a few observers chose the direct and most logical 
approach by performing a biopsy. 

The differential diagnosis will vary according to the 
stage of the disease when discovered. Although all dis- 
eases manifesting a disseminated nodulation by radio- 
logical examination must be included, most of these 
can be differentiated by correlation with clinical find- 
ings. Late stages of microlithiasis with severe respira- 
tory symptoms may closely resemble severe forms of 
beryllosis or advanced silicosis with its associated pul- 
monary fibrosis and respiratory crippling. The greater 
size of nodules, the tendency to conglomeration, hilar 
exaggeration, and the history of exposure to the toxic 
dust involved should aid in separating the pneumono- 
conioses. 

The afebrile course of microlithiasis with its lack of 
toxic manifestations should be kept in mind when con- 
sidering such infectious diseases as miliary tuberculosis 
or blood-borne pulmonary abscesses. Although miliary 
tuberculosis generally appears radiologically as a uni- 
form dissemination of small nodules, pathologically, 
apart from the greater size of the nodules, there is 
greater density near the apexes. This may be manifest 
on the roentgenogram in some instances also. In such 
cases it may be difficult to determine the degree of 
involvement near the bases. In microlithiasis, on the 
other hand, the characteristic roentgenologic finding is 
the extreme density of the bases, even to the point 
where the lower lung fields are completely obscured. 

The chronic granulomas, including mycotic infec- 
tions of the lungs, may occur diffusely but tend to be 
infiltrative and patchy in appearance. In sarcoidosis 
there may be widely scattered, small, soft densities of 
variable size. These are often associated with hilar 
enlargement or linear fibrosis. Similarly, virus pneu- 
monia, in some instances, has been known to produce 
a radiological pattern of diffuse nodulation resembling 
miliary tuberculosis. These conditions bear only a 
superficial resemblance to microlithiasis. Any difficul- 
ties in distinguishing virus pneumonia will be dispelled 
by the transient nature of this disease. 

In addition to the above, a variety of rare conditions 
with possible pulmonary lesions of disseminated nature 
must be mentioned. These include lupus erythemato- 
sus, scleroderma, the xanthomatosis group, helminthic 
infestations, and fat embolism. Metastatic carcinoma 
may also appear as a widespread dissemination of 
small nodular shadows. However, the typical appear- 
ance and minuteness of the nodules in microlithiasis is 
not seen to the same extent. Symptomatology and lab- 
oratory findings will usually facilitate the differentia- 
tion. 
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During the early stages, before onset of symptoms, 
microlithiasis will be discovered by means of a routine 
chest roentgenogram. In such instances, healed histo- 
plasmosis must be considered, since it is well known 
for production of diffuse calcifications in the lungs. 
Cultures and serology of such cases might well be neg- 
ative. The typical radiological picture of healed histo- 
plasmosis, however, varies considerably from micro- 
lithiasis. The calcifications are discrete and, although 
irregular in shape, have well-defined borders. They are 
larger and range in size from 1 to 5 mm, and as a rule 
are not innumerable even though diffusely scattered 
in the pulmonary fields, 

Early stages of pneumonoconioses may also be 
asymptomatic and yet have a widespread nodular 
distribution. However, the marked disparity between 


am 
Fig. 2.—Bucky film (close-up). Innumerable micronodular shadows, the 
pattern of distribution almost outlining alveoli. 
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the degree of involvement of the lungs as seen on the 
radiograph and the lack of symptoms in microlithiasis 
is not nearly as pronounced in silicosis and should not 
cause confusion. Inhalation of one of the nontoxic 
dusts resulting in a benign pneumonoconiosis may offer 
much more difficulty in differentiation. Included in 
this group are stannosis, baritosis, and siderosis pri- 
marily. The metals involved in these conditions have 
been known to produce widespread nodulation resem- 
bling calcifications and also show a striking contrast 
between radiographic appearance and clinical symp- 
toms. Except for the occupational history of exposure, 
there may be little evidence to support either diagnosis 
and lung biopsy may be required. 

Because of its possible relationship with microlithia- 
sis, mention should also be made of disseminated 
parenchymatous ossification in the lungs in association 
with mitral stenosis. These lesions are also located in 
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the terminal respiratory units. However. they are 
larger (2-5 mm.), more irregular, less numerous, and 
ossified. Some case reports > quoted in two studies ° 
as examples of microlithiasis, in our view, probably 
represent this condition. Hemosiderosis resulting from 
repeated hemorrhages into the alveoli may be seen as 


hig. 3.—Typ.cal picture of pulmonary microlithiasis. This field shows 


more than average crowding with calcospherites and mononuclear cells 
(x 50) 


a conseqrence of mitral stenosis. The nodules here are 
made up of several adjacent alveoli and therefore are 
considerably larger than in microlithiasis. On the radio- 
graph the opacities are most numerous in the mid- 
zones, producing there a clouded or marbled effect; 
toward the periphery they are fewer in number and 
the apical portions are almost clear. 

The eticlogy of this condition remains obscure, al- 
though numerous theories have been advanced. Meta- 
static calcification, pulmonary congestion, recurrent 
attacks of pneumonia, or pulmonary infarctions can 
not be taken seriously, even though the latter condi- 
tions are known to focally produce corpora amylacea. 
In order to account for the pathological changes in 
microlithiasis, a different process must be assumed, 
and the suggestions of chronic bronchitis, emphysema,’ 
dusts, fungi,” or pneumonitis of acute rheumatism ™ 
appear more reasonable. 

The 17 cases under discussion have little in common 
when considered from an etiological standpoint. There 
were histories of single or repeated attacks of pneu- 
monia in five cases.” There was an associated mitral 
stenosis in two cases,'® and repeated attacks of acute 
rheumatism in one other.*” Four patients,'’ while not 
showing associated diseases, were all exposed to dusts; 
two were masons, one was a rock driller, and one lived 
in a clay hut. Our own case also falls into the category 
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of exposure to dusts. In three cases '* there was no evi- 
dence whatsoever of associated disease or occupational 
hazard. It may be pertinent, however, that, overlapping 
with the above, seven of the total group were engaged 
in farm work for a significant period.’* The ages at the 
estimated onset of the disease range from 8 to 75; the 
sexes are equally represented. In one report, which 
included three of the cases," the disease is described 
in a sister, her brother, and the latter's son. Such an 
occurrence brings to mind the possibility of hereditary 
or even infectious factors. The first of these three cases 
was confirmed by lung biopsy, while the other two 
were diagnosed primarily on radiological evidence. 

From the study of our case and the other reported 
cases, we feel that microlithiasis is the result of an in- 
flammatory response, probably hyperimmune, to one 
or, more likely, a variety of irritants. A peculiarly com- 
posed intra-alveolar exudate is formed, for instance, 
in rheumatic pneumonitis. The exudate in this condition 
is not easily reabsorbed, and, due to its composition, 
may undergo organization, calcification, and even re- 
sult in disseminated ossification. The latter has been 
described in mitral stenosis and is presently regarded 
to be due to rheumatic pneumonitis and not to conges- 
tion.'* The occasional association of pulmonary micro- 
lithiasis with mitral stenosis or previous attacks of 
acute rheumatism is therefore considered significant. 


Fig. 4.—Photomicrograph in case of torula meningitis, showing large 
number of laminated calcospherites ( ~ 282). 


Disseminated ossification associated with mitral 
stenosis and pulmonary microlithiasis have in common 
the localization of calcified or ossified material in the 
terminal respiratory units. In disseminated ossification, 
bone formation is the predominant feature, and the 
lesions are larger, more irregular, and less numerous 
than in microlithiasis. The number of laminated cal- 
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cospherites is relatively small. When considering the 
relationship of microlithiasis and rheumatic pneumoni- 
tis, it must be remembered that the exudate seen in 
rheumatic pneumonitis is not specific for this condition 
and that it may be seen in some other diseases.*” It 
would seem possible that such a reaction may also be 
provoked by other irritants, circulating or dust-borne, 
particularly fungi (fig. 4). 

The mode of formation of the calcospherites in 
microlithiasis is probably analogous to that of corpora 
amylacea in spite of the existence of numerous differ- 
ences between these bodies.*” Corpora amylacea are 
laminated stagnation products of secretion (prostate ) 
or exudation (lung). In the lung they are usually seen 
in areas of previous pathology, such as old infarctions, 
and are restricted to those areas,*” while in microlithia- 
sis formation of these bodies occurs diffusely and 
stagnation is conditioned by the nature of the pulmo- 
nary exudate and not by underlying pulmonary pathol- 
ogy. Corpora amylacea do not usually calcify, while 
the bodies in microlithiasis are heavily calcified. The 
diffuseness of the lesions in microlithiasis, the location 
in areas other than previous pathology, and the tend- 
ency of the bodies to calcify, as reflected by their lipid 
and acid mucopolysaccharide contents,*” in our view 
indicate an unusual type of exudate, such as seen in 
hyperimmune responses, 


Summary 


The pathology in pulmonary microlithiasis is charac- 
terized by innumerable calcified intra-alveolar concre- 
tions (calcospherites) throughout the lung. There is 
little parenchymal involvement in the early stages, 
while interstitial fibrosis appears later. These calculi 
cause a characteristic radiographic appearance of mi- 
nute, dense nodules disseminated throughout all por- 
tions of the lung fields. The greater density is toward 
the bases, where cardiac and diaphragmatic outlines 
become eventually obscured. In contrast to the extent 
of radiographic and pathological changes, there are 
practically no symptoms in the early stages. Later in 
the course of the disease, there is progressive respir- 
atory embarrassment, leading to cor pulomonale and 
cardiac decompensation. Thus far, the longest period 
of observation has been 25 years. Microlithiasis has 
most frequently been mistaken for miliary tuberculosis. 
Etiological considerations are inconclusive. The dis- 
ease seems to be the result of a peculiar pulmonary 
exudate, probably hyperimmune. This exudate may 
well have a specific etiology. Lacking direct evidence 
to support this view, we feel that this condition may 
follow a variety of insults. 


7501 W. Cermak Rd., Berwyn, Ill. (Dr. Meyer.) 
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HYPERVITAMINOSIS A 
REPORT OF A CASE IN AN ADULT 
Ray A. Elliott Jr., M.D. 


and 


Robert L. Dryer, Ph.D., Indianapolis 


Although there has been a steady increase in the 
number of reports of clinical hypervitaminosis A oc- 
curring in children since the condition was first de- 
scribed in a child by Josephs,’ in 1944, only four 
cases * of chronic hypervitaminosis A have been re- 
ported in adults. The present report describes chronic 
hypervitaminosis A occurring in a young adult woman. 


A 21-year-old woman was first seen on July 24, 1954, because 
of pain in both legs and ankles that had persisted for one week. 
Increasing fatigue and insomnia had been present for approxi- 
mately two months. She had had intermittent low back ache 
and mild bilateral hip pain for one month. There were com- 
plaints of occasional aching pain in the left elbow and in- 
termittent severe aching pain in the left foot, which at times 
made walking difficult. Slight swelling of both ankles and a 
bluish discoloration on the outer aspect of the right ankle, with- 
out a history of trauma, were known for one week. Twice in 
the preceding two months she had a sore mouth, with small 
blisters on the sides of the tongue. Frequency of urination had 
been present for one week. Her appetite had remained good, 
there was no weight loss, and the menstrual cycie was not 
altered. Review of her history revealed that her left ovary was 
removed when she was 18 months of age; the diagnosis had 
been “fibrous tumor.” When she was 19 years of age an intra- 
canalicular fibroadenoma had been removed from the left breast. 
She had a hymenotomy in May, 1954, for congenital hymenal 
stenosis. She gave a six-year history of moderately severe acne 
of the face and upper thorax, treated at various times with diet, 
lotions, x-ray, and vitamins. Her family history revealed that 
she was an only child. Her parents were living and well. 

On further questioning it was learned that the patient had 
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taken multiple-vitsiain capsules for acne from March to July, 
1958, by prescription from a dermatologist. The capsules were 
taken three times a day, and each capsule contained 10,000 
units of vitamin A. Vitamins were also administered intra- 
muscularly on several occasions during this period. There was 
apparent improvement in the condition with this treatment. 
With exacerbation of the acne in December, 1953, she resumed 
the use of vitamin A without consulting the dermatologist. She 
purchased, without prescription, vitamin A capsules that con- 
tained 50,000 units per capsule and faithfully took one capsule 
three times a day. This vitamin intake was supplemented with 
multiple-vitamin capsules that contained 10,000 units of vitamin 
A per capsule, and she took from one to three of these each 
day. This schedule was maintained without interruption from 
December, 1953, until July 21, 1954. During this period of 
high vitamin A intake she noted that her hair became less oily 
but was not difficult to manage. Her nails seemed stronger. 
Her skin was not odoriferous but recently became more oily, 
and there was desquamation of skin around the acne erup- 
tions. 

On physical examination the patient was an alert, cooperative, 
intelligent woman, 5 ft. 3 in. (160 cm.) tall and weighing 
100 Ib. (45.4 kg.). She did not appear ill. The blood pressure 
was 110/70 mm. Hg, pulse 76 per minute, and respirations 20 
per minute. Acnetorm eruptions were noted on the face and 
upper thorax. There was desquamation about some of the 
lesions. The skin was otherwise normal. The distribution and 
texture of her hair were normal. The fingernails were normal. 
The examination of ears, eyes, nose, mouth, and pharynx was 
not remarkable. The thyroid gland was not palpable. No 
masses were felt in the breasts. The lungs were clear to auscul- 
tation and percussion, and the heart was normal. Her abdomen 
was soft and fiat. The liver edge was palpated 3.5 cm. below 
the right costal margin in the midclavicular line on deep in- 
spiration and was not tender. No other organs or masses were 
felt. Skeletal examination revealed a mild dorsolumbar scoliosis 
centered at T-10. There was moderate tenderness on percussion 
over both tibias. There was no tenderness on percussion over 
the other long bones or the vertebral spines. A yellow-green 
discoloration of the skin, approximately 4 cm. in diameter, was 
noted anterior to the lateral malleolus of the right ankle. There 
was no pretibial or ankle edema. The rectal examination was 
normal, X-ray examination of the long bones revealed no ab- 
normalities. There was no roentgenologic evidence of periosti- 
tis. 

Laboratory studies on July 26, 1954, were as follows: hemo- 
globin value 14.6 gm. per 100 cc., red blood cell count 4,450,- 
000 per cubic millimeter, white blood cell count 7,550 per 
cubic millimeter, polymorphonuclear leukocytes 67%, lympho- 
cytes 29%, monocytes 2%, eosinophils 1%, basophils 1%, serum 
albumin 4.92 gm. per 100 cc., serum globulin 1.88 gm. per 
100 cc., serum alkaline phosphatase 2.2 King and Armstrong 
units, direct serum bilirubin 0.2 mg. per 100 cc., indirect 0.6 
mg. per 100 cc., prothrombin time 14.9 seconds (control 15 
seconds ), thymol turbidity 1 unit, cephalin flocculation 2+ in 
48 hours, tota! serum lipids 802 mg. per 100 cc. (normal range 
$85-675 mg. per 100 cc.), serum carotene 151 mcg. per 100 ec. 
(normal range 80-370 mcg. per 100 cc.), and serum vitamin A 
alcohol 832 meg. per 100 cc. (normal range 15-60 mcg. per 
100 cc.). Studies on Sept. 22, 1954, revealed a serum carotene 
level of 179 mcg. per 100 cc. and a serum vitamin-A-alcohol 
level of 50 meg. per 100 cc. All blood samples were obtained 
with the patient in the fasting state. 

Three days before she consulted us she had exhausted her 
supply of vitamin A capsules. With discontinuation of the vita- 
min A capsules and withdrawal of the multivitamins, no further 
treatment was indicated. One week after the initial examination 
all leg and ankle pain had subsided and the tibial tenderness 
had disappeared completely. The liver edge could still be pal- 
pated 1.5 cm. below the right costal margin on deep inspiration. 
Two weeks after the initial examination there were no sub- 
jective complaints and the liver edge was no longer palpable. 
The acneform lesions persisted. One year later she was free of 
subjective complaints and physical examination was within 
normal limits. 


J.A.M.A., July 21, 1956 


Comment 


The administration of vitamin A in a dose of 50,000 
units three times a day has been cited as a useful 
adjuvant in the treatment of acne vulgaris when the 
nature of the lesions suggests vitamin A deficiency.* 
In the case presented this approximate dosage sched- 
ule was maintained for over seven months, and vita- 
min A intoxication resulted. The size and duration of 
the dose that will produce toxic effects in an adult and 
the incidence and severity of these effects will vary 
with the person. The physician administering large 
doses of vitamin A over a long period of time should 
be acquainted with the possible manifestations of 
intoxication. 

In all four of the previously reported cases of 
chronic hypervitaminosis A in adults, loss of hair, 
bone and joint pains, advanced skin changes, and bone 
tenderness were described. There was no loss of hair 
in our patient, and toxic skin manifestations were 
minimal. Bone and joint pains and bone tenderness 
were present. Three of the four case reports described 
symptoms of anorexia, weight loss, and weakness, 
none of which were noted by our patient. Polyuria, 
soreness of the mouth and lips, pruritus, exophthalmos, 
severe headaches, and hepatomegaly have each been 
reported in two cases. In the case described by Ger- 
ber and co-workers,”* the hepatomegaly disappeared in 
the latter years of the illness in spite of continued ex- 
cessive intake of vitamin A. In our case, frequency of 
urination, soreness of the mouth, blisters on the 
tongue, and hepatomegaly were present, but there 
were no complaints of headache or pruritus, and 
exophthalmos was not present. Insomnia, night 
sweats, change in the menstrual cycle, polydipsia, 
splenomegaly, hemorrhagic manifestations, and x-ray 
evidence of bone involvements have each been de- 
scribed in one case. Of this group our patient com- 
plained only of insomnia. There was an unexplained 
ecchymosis on the right ankle, but no bleeding tend- 
ency was demonstrated, and the prothrombin time 
was normal. The spleen was not palpable, and x-ray 
studies of the long bones were interpreted as normal. 

The fasting vitamin A blood level of 832 meg. per 
100 cc. reported in our patient is one of the highest 
ever recorded. There was a moderate increase in 
total serum lipids. A similar elevation was found in 
the case in an adult reported by Sulzberger,”* whereas 
Gerber’s ** patient had a normal total lipid level in the 
latter years of her illness. Josephs ' observed an early 
rise in serum lipids, with a return to normal later in 
the course of the illness. An elevated alkaline phos- 
phatase level has been recorded in only one adult 
patient.“ Abnormalities in serum protein and pro- 
thrombin time have not been recorded in adults. 
These determinations were normal in our patient. 


Summary 


A 2]-year-old woman with chronic hypervitaminosis 
A had ingested 160,000 to 180,000 units of vitamin A 
daily for over seven months in a program of self- 
medication for acne. She gave a history of bone and 
joint pain, fatigue and insomnia, swelling of the ankles, 
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ecchymosis, soreness of the mouth with blisters on the 
tongue, and frequency of urination. Positive physical 
findings included acne, hepatomegaly, tibial tender- 
ness, and ecchymosis on the right ankle. X-ray studies 
of the long bones were normal. Fasting blood studies 
helped confirm the diagnosis. The symptoms and 
signs disappeared promptly after discontinuation of 
the vitamin A medication, and the serum vitamin A 
alcohol level returned to normal. 


1100 W. Michigan St. (7) (Dr. Elliott). 
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AN EMERGENCY SET TO COMBAT 
ANAPHYLAXIS 


Louis E. Prickman, M.D. 
and 


Karl A. Lofgren, M.D., Rochester, Minn. 


Minutes count when one is confronted with a severe 
anaphylactic reaction such as may follow the admin- 
istration of drugs, serums, antigens, antibiotics, local 
anesthetics, dyes, and contrast mediums to which a 
patient may be hypersensitive, or such as may follow 
the bite of a wasp, yellow jacket, or bee to whose 
venom a patient is similarly hypersensitive. The sud- 
denness, unexpectedness, and severity of the reaction 
are most likely to find the physician unprepared to 
cope with it promptly and adequately. The anaphy- 
lactic reaction may take different forms, all of which 
are potentially serious and include choking, cyanosis, 
apnea, status asthmaticus, syncope, shock, convul- 
sions, stupor, and generalized urticaria and angioneu- 
rotic edema. The patient may die. 


Emergency Set 


To prevent anaphylactic reactions, one must always 
be alert to the problem of drug allergy in its many 
forms and question the patient as to previous drug, 
serum, anesthetic, or insect reactions, especially when 
one is dealing with a patient with known allergy or 
asthma. One should never challenge any patient with 
a substance to which there is even a questionable 
history of hypersensitivity. Nevertheless, anaphylac- 
tic reactions do occur when least expected, and one 
must be prepared. For such emergencies, we have 
assembled “anaphylactic sets” and have placed them 
in strategic areas in the Mayo Clinic, the Rochester 
hospitals, and the research and physiology depart- 
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ments, which are most likely to encounter anaphylac- 
tic reactions. The advantage of having all necessary 
emergency drugs and the equipment for their ad- 
ministration ready in one quickly available tray is 
obvious. Our anaphylactic sets now contain the fol- 
lowing items (see figure): two l-cc. ampuls of 1:1,000 
solution of epinephrine (Adrenalin), two 2-cc. syringes, 
two hypodermic needles, two long needles (1 in. and 
4 in. long), two ampuls of aminophylline (3*4 grains 
[0.24 gm.] each), one 1,000-cc. bottle of 5% solution of 
dextrose in distilled water, one intravenous set, one 
10-cc. ampul of diphenhydramine (Benadryl) hydro- 
chloride (10 mg. per cubic centimeter), one bottle of 
hydrocortisone (dilution to 2 cc. gives 50 mg. per 


Emergency set to combat anaphylaxis. A, assembled; B, disassembled. 


cubic centimeter), one ampul of sterile water, one 
scalpel, one hemostat, one ampul of absorbable 
surgical suture (catgut) with needle, alcohol, gauze 
sponges, swab tongue blade, and one 20-cc. syringe. 
Other items of an emergency nature could be includ- 
ed, but have been omitted since our primary objective 
is to be ready to treat anaphylactic reactions adequate- 
ly and promptly. Although not a part of the assem- 
bled anaphylactic set, oxygen (tank and mask) is 
important and is also readily available in the clinic 
and hospital areas mentioned. Anyone who has at- 
tempted to assemble even a portion of the above 
items during the stress of caring for an anaphylactic 
reaction, which can be fatal, will appreciate having 
these tools ready beforehand for emergency use. 
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SIGMUND FREUD 
GUEST EDITORIAL 
Maxwell Gitelson, M.D. 


The centenary of the birth of Sigmund Freud is 
being observed this year. Throughout the world psy- 
choanalysts and members of other sciences and pro- 
fessions are pausing to recall and review his enormous 
contributions to psychiatry, to medicine, and to the 
humanities. Freud’s discovery of unconscious mental 
processes has had the same impact on these fields of 
knowledge as have Einstein’s discoveries on the phys- 
ical sciences. 

Psychoanalysis is not simply the designation of a 
psychotherapeutic procedure. It also identifies a spe- 
cific technique for investigating the structure and 
functioning of the human mind, the body of knowl- 
edge that has been acquired through the use of this 
technique, and, finally, the scientific hypotheses— 
genetic, structural, economic, and dynamic—that have 
been derived from this knowledge. Inclusive of all 
these hypotheses is the principle of psychic determi- 
nism, according to which it can be said that “the 
individual's total makeup and probable reactions at 
any given moment are strictly determined by all the 
forces, early and late, external and internal, past and 
present, which have played on him and are playing 
on him.”’ This basic assumption of psychogenesis, 
that is, that all mental phenomena are related and 
have causal meanings, distinguishes any psychiatric 
system that can be called dynamic. Under the influ- 
ence of psychoanalysis the acceptance vc: this as- 
sumption has differentiated American psychiatry from 
European psychiatry, which has been largely char- 
acterized by the static concepts and mechanistic 
theories originating in German organicism. 

The central premise of psychoanalysis is that there 
is an aspect of psychic functioning that is unconscious. 
This “unconscious” is the reservoir of the simplest 
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and most primitive of the biological impulses and 
drives and of repressed (or forgotten) early childhood 
memories concerned with these. In complexly con- 
trolled ways the contents of the unconscious provide 
the basis for all human actions and emotions. Social 
experiences, especially early childhood experiences in 
the family, result in the formation of adaptive devices 
and defensive mechanisms that in the end produce 
ordered and “sublimated” human behavior. Psycho- 
analysis is deeply concerned with this chain of events 
and its consequences. Fundamentally, however, the 
prime determinants of mental life in all its aspects 
are found in the unconscious biological factors. Thus 
psychoanalysis belongs among the natural sciences, 
and from this it derives its place among the basic 
medical sciences. It follows that as a method of 
treatment psychoanalysis belongs among the medical 
specialties. 

There is no longer any significant doubt about the 
psychological facts that psychoanalysis has uncovered. 
The role of early childhood and the family relations; 
the place of sexuality and aggression; the operation of 
the various mental mechanisms; the phenomenology of 
conflict, anxiety, and guilt; the meaningfulness of 
dreams; the tendency toward regression; the somatic 
language of the emotions—these are some of the broad 
categories of psychoanalytic facts that have become an 
accepted part of the content of psychiatric thought. 
They have enriched our understanding of psychiatric 
material proper and of human relationships in general. 
They have contributed to social and anthropological 
theory. They have sharpened the possibilities of psy- 
chotherapy, making it more rational, more goal-direct- 
ed. They have enabled the psychiatrist to exercise his 
therapeutic functions, not blindly motivated by his hu- 
maneness, but guided by a principle that enables him 
to choose a course of action. 

In contrast to the fact that European medicine early 
repudiated psychoanalysis, in the United States its 
findings have become essential elements of dynamic 
psychiatry and psychosomatic medicine as we know 
them today. We find in these two fields, modified by 
American pragmatism, a synthesis of the physician's 
concern with the whole man in his genetic, somatic, 
behavioral, interpersonal, and social aspects, all of 
these viewed from the standpoint that has been pro- 
vided by psychoanalysis. American psychiatrists and 
neurologists were quick to grasp the far-reaching 
implications of Freud’s discoveries, and for nearly 
50 years these have been an integral part of Amer- 
ican medicine. As early as 1908 Adolph Meyer had 
introduced psychoanalytic theory in his training 
program at the Manhattan State Hospital. In 1910 
James J. Putnam presented a paper on his personal 
experience with the psychoanalytic method before 
the American Neurological Association. In 1911 
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Ernest Jones, then teaching at the University 
of Toronto, was instrumental in organizing the Ameri- 
can Psychoanalytic Association, with Putnam as its 
first president. Among the charter members were Trig- 
ant Burrow, John T. McCurdy, Adolph Meyer, G. 
Lane Taneyhill of Baltimore, Ralph C. Hamill of Chi- 
cago, and §. Alexander Young of Omaha, joined short- 
ly later by A. A. Brill, August Hoch, and Smith Ely 
Jelliffe of New York and William A. White of Wash- 
ington. Today there are 616 members in the associa- 
tion, and more than 1,000 students are following the 
rigorous course of training that is now required in 
order to qualify for membership. 

Beginning with the establishment of the New York 
Psychoanalytic Institute in 1930, the earlier preceptor- 
ship system of training has been replaced by 14 insti- 
tutes and 3 training centers whose organized programs 
of theoretical and clinical courses and supervised ex- 
perience are approved by the American Psycho- 
analytic Association. In addition to these there are a 
number of institutions not affiliated with the parent 
organization that carry on training for which they set 
their own standards. 

Evidence of the continually increasing importance 
that psychoanalysis has attained in the United States is 
to be found in the extent to which dynamic psychiatry 
has become a part of the leading psychiatric residency 
programs, in the number of psychoanalysts who are 
now heads of departments and teachers of psychiatry 
in leading medical schools, and in the number of medi- 
cal centers that are planning for the establishment of 
adequate programs of psychoanalytic training. Perhaps 
the most important development is to be found in the 
fact that in this Centennial Year of Freud, aided by a 
substantial grant from the United States Public Health 
Service, the American Psychoanalytic Association is 
entering upon a survey of its affiliated training facili- 
ties with a view to their improvement. The unique fact 
about psychoanalysis is that as a refined instrument of 
psychological research it is inseparable from the quai- 
ity of its basic method of treatment. The discoveries 
that Freud made and the theoretical] structure derived 
from these discoveries were in the final analysis the 
outcome of his search for a therapeutic instrument. 
It follows that psychoanalytic research and psycho- 
analytic therapy in their interdependence constitute 
the continuing source of that knowledge that we now 
recognize to be basic to modern psychiatry. The con- 
tinuing development of dynamic psychiatry goes hand 
in hand with the continuing explorations of the human 
mind, for which psychoanalysis is the basic method. 
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CHALLENGE FOR UNRESTRICTED SUPPORT 


OF MEDICAL EDUCATION 


The recent announcement that the Ford Foundation 
has appropriated 10 million dollars to match unre- 
stricted contributions through the National Fund for 
Medical Education offers a unique opportunity for 
physicians to double the significance of their support 
to the American Medical Education Foundation. This 
appropriation is in addition to the 90-million-dollar 
grant that the Ford Foundation made to privately 
supported medical schools a short time ago. The new 
appropriation has been made in the hope that it will 
stimulate the efforts and interest of the medical pro- 
fession and the general public so that financial support 
for medical schools may be maintained at a level 
consistent with sound medical education. 

A matching formula has been developed that will 
result in a 100% bonus to unrestricted or undesignated 
contributions. At the close of the calendar year the 
receipts of the National Fund for Medical Education 
campaign, including the contributions made through 
the American Medical Education Foundation, will be 
totaled up and compared to the previous year. For 
every dollar of receipts up to the previous year's total 
the fund will receive a specified percentage—begin- 
ning at 70% in 1956 and diminishing slightly each year 
over the next 5-to-10-year period. All receipts above 
the previous year’s total will be matched dollar for dol- 
lar from the Ford Foundation appropriation. This ac- 
tually means that corporations have an opportunity to 
provide a 100% bonus when they make unrestricted 
contributions to medical education through the Na- 
tional Fund for Medical Education and physicians 
have a similar opportunity through the American Med- 
ical Education Foundation on all unearmarked funds. 

The importance of unearmarked funds if contribu- 
tions to the American Medical Education Foundation 
are to realize this bonus potentiality can be illustrated 
by what actually has happened in potential matching 
of the 1955 income. Of the $760,589.44 contributed to 
the American Medical Education Foundation durnng 
that period, only $422,812 is available tor Ford Foun- 
dation grant matching due to the fact that the re- 
mainder was earmarked by the donors for specific 
schools. Thus the potential bonus on the differential 
constituting specifically earmarked funds will be lost. 
[t is to be hoped, therefore, that, with this stimulating 
challenge presented by the Ford Foundation appro- 
priation, physicians will increase their unearmarked 
contributions to the American Medical Education 
Foundation so that the total available for all medical 
schools can be materially augmented through this 
matching potential. It is a rare opportunity to make an 
investment of any kind with the advantage this one 
offers. If physicians desire to realize the maximum 
from their contributions to the American Medical 
Education Foundation this year, the challenge of un- 
earmarked gifts should be kept in mind. 
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ORGANIZATION SECTION 


STATE POLLS ON COVERAGE OF PHYSICIANS 
UNDER OLD AGE AND SURVIVORS 
INSURANCE 


The following statement, which was prepared by 
Frank G. Dickinson, Ph.D., Director, Bureau of Medi- 
cal Economic Research, American Medical Associa- 
tion, summarizes the attitudes of thousands of 
members of our state medical associations on questions 
relating to the coverage of physicians under the Old 
Age and Survivors Insurance provisions of the Social 
Security Act. A brief synopsis of this summary was 
presented to the House of Delegates at the 1956 An- 
nual Meeting in Chicago. This memorandum to the 
Secretary, George F. Lull, M.D., sets forth the infor- 
mation in greater detail.—Ep. 


In addition to the short summary (appended here- 
to) prepared for you and the Board of Trustees for the 
meeting of the House of Delegates in Chicago, June 
11-15, 1956, you suggested that I prepare (mimeo- 
graph) a rather full summary of the questions used 
by the state associations in their polls on coverage of 
physicians under the Old Age and Survivors Insurance 
provisions of the Social Security Act and the number 
of “yes” and “no” responses received from their mem- 


bers, 


Resolution No. 16 


Great variations in the questions asked by the state 
associations could be anticipated from a reading of 
Resolution No. 16 adopted by the House of Delegates 
at the Clinical Meeting in Boston, Nov. 29-Dec. 1, 
1955: 


Resolved, that the House of Delegates of the American Medi- 
cal Association recommend to state societies that they poll their 
entire membership on this question, and that the results of the 
poll be transmitted to the Board of Trustees of the American 
Medical Association as soon as possible. 


The resolution obviously excluded a single nationwide 
poll, Although there are advantages in having the 
state associations phrase their own questions, it must 
be understood that a compilation of the resulting 
polls is not the same as a nationwide poll. No national 
totals will be presented for any particular question; 
precise national percentages for and against compul- 
sory coverage are not obvious. 

These polls do, however, clearly indicate that the 
great majority of responding members of the state 
associations are opposed to compulsory coverage of 
physicians under OASI provisions of the Social Se- 
curity Act. On the other hand, the widespread en- 
dorsement of voluntary coverage revealed in so many 
of the state association polls may or may not indicate 
agreement with the rigidly neutral position of our 


House of Delegates on voluntary coverage. These 
are the only two generalizations that appear to me to 
be warranted on the basis of the reports from the 
state associations, 

In the last paragraph of your letter of Jan. 4, 1956, 
to the constituent associations you stated: “We do not 
wish to specify the questions or the manner in which 
you conduct the poll of your members. We would be 
glad, however, to send you samples of questions and 
of pro and con statements that have already been used 
by medical societies.” You instructed me to implement 
this offer of assistance and to keep you posted from 
time to time on the progress being made. Accordingly, 
I answered requests for assistance by sending the 
following items: post card forms used by the Indiana 
State Medical Association; the pro (by Dr. Schildt) 
and con (Dr. Pavey) statements on compulsory cover- 
age and the summary of the results prepared by the 
Ohio Medical Association; and the post card forms, the 
pro (by Congressman Kean) and the con (by myself) 
statements on the issue of the compulsory coverage, 
and the general letter used by the Essex County Medi- 
cal Society (New Jersey). In addition, copies of past 
actions by our House of Delegates on social security 
and several editorials from THe JouRNAL were made 
available. 

I do not believe that I exercised any influence over 
these polls other than what might have resulted from 
my suggestions to some state associations that the 
members be permitted to express their views on the 
American Medical Association position—against com- 
pulsory but not opposed to voluntary coverage. Many 
of the state associations developed pro and con state- 
ments of their own. In the detailed summaries that 
follow, the breakdowns by age distribution are deleted 
because there are few of them, the age groupings 
vary, and the age distribution for all members was 
not reported. Compilations of replies to questions on 
related subjects, for example, questions on approval 
or disapproval of the Jenkins-Keogh type of legislation, 
are deleted because they relate to other matters. (As a 
matter of fact, the vote in favor of Jenkins-Keogh 
type bills was large in 12 states and received greater 
affirmative response than most of the other questions. ) 
I earnestly hope that each constituent association will 
publish the results of its poll in full. 

The proportion of replies was higher in most states 
than I had expected; see below, in the summary for 
each state, the number of questionnaires distributed 
and the number of replies received as of the cut-off 
date. Wherever possible the questions have been 
shortened in order to save space in this compilation. 


Thirty-Four Polls Opposed to Compulsory 


As stated in the short form of the report for the 
House of Delegates, the respondents to polls taken by 
34 state associations—counting the Medica] Society 
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of the District of Columbia as a state association—and 
by the constituent associations of Alaska and Hawaii 
voted against compulsory coverage of physicians 
under OASI. In alphabetical order, the state associa- 
tions are those of Alabama, Arizona, Arkansas, Color- 
ado, Delaware, Florida, Illinois, Indiana, Iowa. 
Kentucky, Maine, Minnesota, Missouri, Nebraska, 
Nevada, New Hampshire, New Jersey, New Mexico, 
North Carolina, North Dakota, Ohio, Oklahoma, Ore- 
gon, Rhode Island, South Carolina, South Dakota, 
Tennessee, Texas, Utah, Vermont, Virginia, Washing- 
ton, West Virginia, and the District of Columbia. 

In most of these 34 polls, the opinion of the members 
on voluntary coverage was requested in one way or 
another. The results of the poll by the South Dakota 
State Medical Association indicated a neutral position; 
in Indiana the members indicated opposition to volun- 
tary coverage. In 23 of these state association polls 
some support for voluntary coverage was indicated. 
The 23 state associations are those of Alabama, Ari- 
zona, Arkansas, Colorado, Delaware, lowa, Kentucky, 
Minnesota, Missouri, Nevada, North Carolina, North 
Dakota, Ohio, Oklahoma, Oregon, Rhode Island, 
South Carolina, Tennessee, Utah, Vermont, Virginia, 
Washington, and the District of Columbia (and Alaska 
and Hawaii). The remaining 9 of these 34 polls are 
not clearly for or against voluntary coverage. (In 
addition to these 34 states, polls by 42 of the 61 com- 
ponent (county) societies in New York gave some 
support for voluntary coverage.) In summary, 23 of 
the state polls indicating opposition to compulsory 
coverage—plus Alaska and Hawaii—provided evidence 
in one form or another of support of voluntary cover- 
age. The neutral position of the American Medical 
Association on voluntary coverage was not, however, 
clearly tested. 

Of the remaining 15 state associations, 9 decided not 
to take polls of their members. California, Idaho, Kan- 
sas, Montana, and Wyoming took no action on the 
resolution; the Connecticut State Medical Society 
offered its 1954 poll, but I could not cast the results 
into the form used herein; the Maryland, Mississippi, 
and Wisconsin associations reported that their councils 
and/or houses of delegates had adopted resolutions 
opposing compulsory coverage but not opposing vol- 
untary coverage. Some might contend that the New 
York and West Virginia associations should be added 
to this group of nine because they reported only polls 
conducted by component societies—42 of 61 for New 
York and 5 of 28 for West Virginia. Of the remaining 
six state associations, three have polls still in process— 
Georgia and Louisiana of their members and Michigan 
by component societies. 


One or Three for Compulsory 


Finally, only three state polls could be, in my judg- 
ment, interpreted in favor of compulsory coverage; 
and only one of the three was conclusive. The poll of 
the members of the Massachusetts Medical Society 
indicated, in my opinion, strong support for compul- 
sory coverage of physicians. More specifically, 3,253 
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favored “inclusion of physicians under Social Security” 
and only 988 were reported “against such inclusion.” 
(Apparently the absence of the word “compulsory” 
was not important because the emphatic pro statement 
made it clear that a check mark for “I am in favor of 
inclusion . . .” was a vote for compulsory coverage. ) 
In New York compulsory coverage was favored by a 
2,100 to 1,700 ratio in the 42 of the 61 component so- 
ciety polls; separate totals for each of the 42 polls were 
not reported. Notice should be taken in this case of the 
strong support for voluntary coverage; moreover, it is 
an incomplete poll of the membership of the Medical 
Society of the State of New York. The poll of members 
conducted by the Medica! Society of the State of 
Pennsylvania requires careful interpretation. The re- 
sponse was excellent—7,042 returned questionnaires 
from 11,840 distributed. The members were not asked 
to vote on the question per se but were asked to vote 
on the assumption that voluntary coverage under 
OASI for physicians would never be available. (It is 
now available for clergymen.) On this basis, and by a 
small margin, compulsory coverage was favored by 
3,680 members as compared with 3,362 opposed. 

A careful examination of the reports from the indi- 
vidual states will, | believe, warrant the statement that 
a majority of respondents in only one of these three 
state association polls, namely Massachusetts, was 
clearly and conclusively in opposition to the A.M.A. 
position on OASI compulsory coverage. This is the 
basic conclusion, 


Neutral on Voluntary? 


Unfortunately the use of a variety of questions in 
the state association polls makes a tabulation of the 
composite replies from all polls, particularly on the 
compulsory versus voluntary issue, meaningless. It is 
my personal opinion, formulated largely on the basis 
of the state association polls, that a nationwide, single 
poll of the members of the American Medical Associa- 
tion would overwhelmingly support its present 
position—opposed to compulsory but not opposed to 
voluntary coverage of physicians under the OASI pro- 
visions of the Social Security Act. I doubt that such a 
poll would indicate a majority in favor of voluntary 
coverage as distinct from a neutral position on volun- 
tary coverage. A threefold choice on voluntary cover- 
age—for, or opposed, or neither for or against—was 
oftered in none of these state association polls. 


Short Form of Report on OASI Polls 


The House of Delegates at the Boston meeting 
recommended to state societies (Resolution No. 16) 
that they poll their entire memberships on the question 
of inclusion of physicians under the Old Age and 
Survivors Insurance provisions of the Social Security 
Act and that the results of these polls by the state 
societies be transmitted to the Board of Trustees. 

Although the questions asked and other features of 
the polls varied considerably, it can be concluded that 
the polls taken by 34 state associations and 2 territorial 
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associations indicate opposition to compulsory cover- 
age of physicians under Old Age and Survivors Insur- 
ance; of these 34 polls, 23 indicate some support of 
voluntary coverage and one indicates a neutral 
position on voluntary coverage. Nine state associations 
will take no poll; three of these sent reports of actions 
by their councils opposing compulsory coverage and 
not opposing voluntary coverage, and a fourth state 
furnished part of their results of a 1954 poll that could 
not be interpreted for the present purposes. Three 
state association polls are still {May 31) in process. 
Finally, only three polls could be interpreted as favor- 
ing compulsory coverage, and only one of the three 
was conclusive. 


Compilation of Questions and Responses* 


MEDICAL OF THE STATE OF ALABAMA: 
Op. Comp.— For 


Questionnaires 1,950 
turns: 731 

Physician coverage 
Should have optional eoverage.............. 421 
Shoud have compulsory 37 


. ARIZONA MEDICAL ASSOCIATION: Op. Comp.—For Vol.—X 
a distributed: 773 
Return 2 
In fav oe of compulsory Social Security 


fe 05 
In favor of voluntary Social Seeurity 
Yes 252 No 171 


3. ARKANSAS MEDICAL SOCIETY: 
. Comp. Vol.—Not Op. Vol. (2) 
Questionnaires distributed: 1,200 
Against compulsory coverage of physicians.......... ever 
FOF 411 
Against any coverage 374 


. CALIFORNIA IATION: 
A poll was not taken 


COLORADO STATE MEDICAL SOCIETY: 
Questionnaires distributed: 1,950 


Op. Comp.—For Vol.—X 


Returns: 1,14 

1 favor compulsory inclusion of physicians.............. 14 

I favor voluntary inclusion of physicians................ 822 
oppose any inclusion of physicians...................065 215 


*We have classified the results of the polls of each state and terri- 
torial as follows: Op. Comp. (opposed to eompulsory cover- 
age) and For Comp. (in fay a8 by compulsory coverage); For Vol. (in 
favor a voluntary coverage) a p. Vol. (opposed to voluntary cover- 
age); Not Op. Vol. [not enema to voluntary coverage, usually followed 
by a (7)]; an “X" indicates that we thought the results did not warrant 
a specific classification. Three question marks were inserted for states where 
no poll was 


6. CONNECTICUT STATE MEDICAL SOCIETY 
poll was not taken, | was unable to cast ‘the results of the 1954 
poll this form. 


7. MEDICAL SOCIETY OF a ARE: 
Questionnaires distributed: 
Returns: not reported 
Are you in Me or of including physicians in Social Security 

On a voluntary basis? 106 


Op. Comp.—For Vol.—X 


Not at all? 35 


FLORIDA MEDICAL ASSOCIATION: Op. Comp.—X—X 
distributed: 2,330 


Social Security Covera 
would desire to ae 279 


I would not desire to be inchided...................0.. 1,020 
9. MEDICAL spa OF GEORGIA: 
A poll is in process 
10. IDAHO STATE MEDICAL ASSOCIATION: 
A poll was not taken, y—?—’ 
ll. ILLINOIS STATE AL 
Op. Comp.—-X—Not Vol. 
Questionnaires 9,957 
Returns: 4,065 
Against Social Security aoeeene on any basis:.......... 2,017 
For Social Security 
For Social Security on ne basis only:....... jaanes 618 
12. INDIANA STATE MEDICAL ASSOCIATION: Op. Comp.—Op. Vol.—X 
Questionnaires distributed: 3,613 
Returns: 2,333 
I want to be under — pineenied 703 
Voluntary basis only........ ‘ie 579 
I do not want to be placed under Social Security... sek wicaie . 1,829 


13. 


or 


~ 
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IOWA STATE MEDICAL tea Op. Comp.—For Vol.—X 
Questionnaires distributed: 

Returns: about 970 

In of in Social Seeurity by physicians: 


s 647 vo 
In ine or of scam” participation by physicians: 
Yes No ¢ 


. KANSAS MEDICAL ot 


A poll was not take 


. KENTU STATE ASSOCIATION: 


Op. Comp.-—-For 
dist ributed: 1,900 
Returns: 1,089 
Are you in favor of compulsory Social Seeurity for physicians? 
“es No 
Are you in favor of Social Security laws to cover physicians on a 
voluntary hasis: 
Yes 67 No 319 
Are you against any extension of Social Seeurity laws to cover 
physicians’ 
Yes 329 No 468 


. LOUISIANA STA MEDICAL SOCIETY: 


A poll is in preece 


. MAINE MEDICAL Op. Comp.—X—X 


Questionnaires distributed: 

Returns: 

Do you favor compulsory inelusion for doetors of medicine under 

Social Security if inclusion not under the law? 
No 280 N.R. 


. MED. & CHIR. FACULTY OF MARYLAND: 
t Op. Vol. 


(Op. Comp.—X—Not 
A poll was not taken, Council has approved A.M.A. position. 


MASSACHUSETTS MEDICAL SOCIETY: 
Questionnaires distributed: 6,693 


For Comp.—X—X 


In favor of inclusion sicians under Soeial Security: 3,253 
Against such inclusion 
No opinion: 313 


MICHIGAN STATE MEDICAL SOCIETY: 
Polls by component societies are in process. 


. MINNESOTA STATE MEDICAL ASSOCIATION: 


Comp.—For Vo 
Questionnaires distributed: 3,366 
Returns: 1,908 
Favored compulsory Social Security coverage............. 3 
Favored voluntary Social Security coverage.............. 1,155 
Opposed any Sociai Security 


(Op. Comp.—X--No 
A poll was not ty Cc oneal has approved A.M.A. position, 


MISSOURI STATE MEDICAL 
Op. Cor Op. 


np.—For Vol.—Not 


ASSOCIATION: 
‘ VoL?) 
distributed: 3,779 


Do ‘favor OASI coverage for all physicians? 
264 


Do so favor voluntary O Asi coverage for physicians? 
S 938 No 557 


A poll was not taken 


,EBRASKA STATE ASSOCIATION: Op. Comp.—X—X 
questionnaires distributed: 1,2¢ 

Returns: 37 

favor inclusion of physicians in the Social Security Program 


[ oppose inclusion of physicians in the Social Seeurity Program. 
266 


. NEVADA STATE MEDICAL ASSOCIATION: Op. Comp.—For Vol.—X 


Questionnaires distributed: 188 

Returns: 141 

In favor of compulsory coverage of physicians under OASI: 13 
In favor of voluntary coverage of physicians: 69 

Opposed to any coverage ot physicians under OASI: 44 


NEW HAMPSHIRE MEDICAL SOCIETY. Op. Comp.—X—X 
Questionnaires distributed: 640 

Returns: 2 

I believe doctors should be ineluded under Social Security 


coverage: 
| believe doctors should not be ineluded under Social Security 
coverage’ 


MEDICAL SOCIETY OF Op. Comp.—X—X 
Questionnaires distributed: 6,06 

Returns: 3,433 

In favor of compulsory Social Security for physicians.... 1,548 
Oppose compulsory Social Security for physicians........ 1,869 


NEW MEXICO MEDICAL = IETY: Op. Comp.—X—Not Op. Vol. 
Questionnaires distributed: 

Returns: 297 

oe you want personal coverage under Social Security as it exists 
today’ 


es: 158 
Compulsory: 27 
Voluntary: 134 
No: 1389 


MEDICAL mp eR OF THE STATE OF NEW YORK: 
For Comp.—For 
Composite results of polls by 42 of the 61 component societies. 


| 
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. RHODE ISLAND MEDICAL SOCIETY: 


Do you favor participation by oe physicians in Social Se- 
its compulsory form 
es oul 


47 
If not, Souid you be in favor of Social  scupted if some form of 
voluntary participation could be worked ou 
es 2,4 ay 


- MEDICAL SOCIETY OF THE STATE OF NORTH CAROLINA: 


Op. Comp.—For Vol— 
Questionnaires distributed: 3,004 
eturns: 1,61 


favor _Physicians, including myself, and 
amendments to t do 52 
avor voluntary physicians, including myself, and 


amendments to the Act to do so 

I do not favor inclusion of ~ myself, under either 
voluntary or y rye provisions and therefore, oppose any amend- 
ments to the so" 639 

Instructions was. to check one of the above. 


NORTH DAKOTA STATE MEDICAL ASSOCIATION: 


Op. Comp.—For Vol.— 
Questionnaires distributed: 398 
Rett 268 
For Social Security....... 
Against compulsory Social Security 


OHIO STATE MEDICAL ASSOCIATION: Op. 
Questionnaires distributed: 8,360 
Returns: 4, 
Do you favor extension of the Old Age and Survivors Benefits cover- 
a SS the Federal Social Security Act to physicians? 

59 


Comp.—For Vol.—X 


2, No 2,44 
If your answer above is ‘ves’, 
sicians should be. 

Compulsory? 370 


do you believe participation by phy- 
Voluntary? 2,070 


. OKLAHOMA STATE MEDICAL ASSOCIATION: 
xX 


Op. Comp.—For Vol.— 
Questionnaires distributed: 1,725 
Do you favor the extension of the Old Age and Survivors Benetits 
coverage of the Federal Social Security Act to physicians? 
444 510 
If your answer above is ‘‘yes’’, do you believe participation by phy- 
sicians should be: 
Compulsory? 78 Voluntary? 366 
OREGON STATE MEDICAL SOCIETY: Op. Comp.—For Vol.—X 
Questionnaires distributed: 1,650 
Returns: 1,005 
Do you favor the compulsory inclusion of physicians in the Federal 
Social Security 


Or Bn favor the ba inclusion of physicians in the Federal 
Social Security program? 
Yes 656 No 235 


MEDICAL SOCIETY OF THE STATE OF PENNSYLVANIA: 
For Comp. (?)—X—X 
Questionnaires distributed: 11,840 


Returns: 7,042 
If voluatary Social Security coverage for physicians (M.D.) is not 
made om ailable: 
favor compulsory Social Security:...... 
I aa not favor compulsory Social Security:............ 3,362 


Op. Comp.—For Vol.—X 

Usable returns: 450 

I favor semiaulear’ Social Seeurity for all doctors. 

I favor Federal Social Security for doctors on a i basis for 
those wishing it. 

If you voted for the second proposal would you be in favor of com- 
pulsory Social Security for all doetors if the Federal Government 
would not allow it on a voluntary basis? 


Yes 83 

No 172. Of the 172, 81 also voted affirmatively on 
I am opposed to the inclusion of doctors in the Federal Social Security 
system 152 


. SOUTH MEDICAL ASSOCIATION: 


Op. Co r Vol.— 
Questionnaires distributed: 1,385 
t 
Do you agree with the position taken by A.M.A. opposing compulsory 
coverage of physicians under the Old Age and Survivors Insuranee 
aor isions of the Social Security Act? 
86 


Do you believe that the law shoud provide for the voluntary coverage 
of physicians? 
Yes 432 No 124 
If a majority of physicians favor Seeerert coverage, do you think 
M.A. should its position 
es 477 


SOUTH DAKOTA STATE 
Op. Comp.—X—Not Op. 
Questionnaires distributed: 472 


MEDIC AL ASSOCIATION: 


Returns: 
Do you desire to be included in the present plan of compulsory Social 
Security? 

Yes 82 Nol N.R. 36 


Do you desire to be icine in Social Security if allowed to do so 
on a voluntary basis’ 
Yes 129 No 127 N.R. 44 


40. TENNESSEE STATE MEDICAL ASSOCIATION; 


Op. Comp.—For Vol.—X 
Questionnaires distributed: 2,438 
Returns: 1,243 


NOTE: 


. TEXAS MEDICAL ASSOCIATION: Op. Comp.- 


. UTAH STATE MEDICAL 
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I favor compulsory Social Security 
90 194 


No 
I favor voluntary Soci Security for 
Yes &31 N.R. 


X—X 
distributed: 
Returns: 3,00 

I favor compulsory inclusion of physicians under Social Security. 276 
I am opposed to compulsory inclusion of physicians under Social 
Security. 2,772 


7,100 


ASSOCIATION: Op. 
Questionnaires distributed: about 800 
Returns: 
Do you want personal coverage under Sovial Security as it exists 
today? 
Yes? 174 
Voluntary? 166 


Comp.—For Vel.—X 


No? 91 
Compulsory? 21 


VERMONT STATE MEDICAL SOCIETY: 
Questionnaires distributed: about 450 
Returns: 242 

| believe se ogg should be included on a compulsory basis under 
Social Security 

i believe we should be included on a voluntary busis. 183 

I believe we should not be ineluded in Social Security. 22 


Op. Comp.—For Vol.—X 


- MEDICAL SOCIETY OF VIRGINIA: Op. Comp.—For Vol.—X 


Questionnaires distributed: 
Returns: 1,622 

I oh compulsory coverage of physicians under the Social Security 
Syste! 

I fev or yet coverage of physicians under the Social Security 
system 

I fa vor nos SE inclusion of physicians, but favor compulsory 
coverage under the Social Security system if voluntary inclusion is 
not allowed: 275 

I favor neither compulsory nor 
under the Social Security system: 


2,400 


voluntary coverage of physicians 


WASHINGTON STATE MEDIC AL ASSOCIATION: 
Op. Comp.—For Vol.— 
Questionnaires distributed. 2 46 
Returns: 1,896 
Do you favor extension of the Old Age and Survivors Benefits cover- 
age of the Federal Social Aet to physicians? 
. 63 . 
It your is 
sicians should t 
262 


“yes”, do you believe participation by phy- 
Voluntary: 890 
WEST VIRGINIA STATE MEDICAL ASSOCIATION; 
Op. Vo 


Op. Comp.—X—Not : 
Based on polls by 5 of the 28 component societies, 


STATE AL SOCLETY OF WISCONSIN: 


Comp.—X—Not Op. Vol. 

The Society has repeatedly, through both the Council and the 
a ot Delegates, confirmed its position on Social Security; and 
thus, it is felt that a speeial poll need not be done at this time.” 


. WYOMING STATE MEDICAL SOCIETY: 


A poll was not taken. 7~—’—? 


MEDICAL SOCIETY OF THE DISTRICT OF COLUMBIA: 
Op. Comp.—For Vol.—X 
Ballots distributed: 1,437 
Returns: 7% 
In favor of voluntary coverage: 57 
In favor Of compulsory cov ig ote 12s (Of these, eight said they would 
both compulsory coverage: 37 
compulsory coverage: 


ALASKA ‘TERRITORIAL MEDICAL ASSOCIATION; 
Op. or Vol.—xX 
Respondents: 36 
Do you ions or compulsory Social Security for physicians? 
Yes 1 oO 34 N. 
Do you tavor vohuntnee joining of the Social Security system for 
physicians’ 
res 21 


No ll N.R. 4 
Under a voluntary plan, would you join os Social Security system? 
Yes ll 19 N.R, 


HAWAILL MEDICAL ASSOCIATION: Op. Comp.—For Vol.—X 
Questionnaires distributed: 451 
Returns: 257 
Are you ro eg to the compulsory coverage of physicians under 
Social Security 

Yes 205 No 39 
Are you appored to the voluntary coverage of physicians under Social 
Security 


Yes No 229 


Late returns were received from Montana and Georgia. The 


Montana house of delegates opposed compulsory coverage of physicians. 


Georgia mailed out 


2,650 questionnaires, of which 1,857 were returned, 


showing the following results: 
Do you favor extension of the Old Age and Survivors Benefits Coverage 
ot the Federal Social Security Act to include physicians? 


Yes: 1,203 No: 445 No answer: 209 


Do you favor compulsory Social Security for physicians? 


Yes: 277 No: 1,095 No answer: 485 


Do you favor voluntary Social Security for physicians’ 


Yes: 1,384 No: 280 No answer: 192 


|_| 
| 
&4 
45. 
85. 
|_| 
|_| 
86. 
49. 
39. 
| 
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MEDICAL NEWS 


CALIFORNIA 


Isotope Unit.—The Department of Radiology, St. Francis Hos- 
pital, Lynwood, announces the opening of a radioactive isotope 
unit. Outpatients will be seen by appointment. 


Exhibit on Whiplash Injuries.—On July 30, 8 p. m., the Billig 
Clinic will present an x-ray exhibit on “Moderately Severe 
Whiplash Injuries of the Cervical Spine and Their Radiological 
Diagnosis” and a paper by Dr. Martin S. Abel, San Francisco, 
based on experimental studies. The presentation will be made in 
the auditorium, Presbyterian Hospital—Olmsted Memorial, 1322 
N. Vermont Ave., Los Angeles. 


Hospital News.—The Estelle Doheny Hospital was recently 
opened in Los Angeles on Lake Street, between Third and 
Miramar. The five-story, 59,500-sq. ft. building is adjacent to, 
and a division of, St. Vincent’s Hospital, which has been run for 
more than 100 years by the Daughters of Charity of St. Vincent 
de Paul. The new hospital includes the Estelle Doheny Eye 
Clinic, a radiology department, and a 60-bed maternity section. 


Seminar on Rhinological Surgery.—Dr. Maurice H. Cottle, Chi- 
cago, will give an advanced surgical seminar on rhinological 
surgery to his former students of the Pacific Coast, July 30- 
Aug. 1, at the White Memorial Hospital, 1720 Brooklyn, Los 
Angeles, under the joint sponsorship of the departments of 
otolaryngology of the schools of medicine at the University of 
Southern California and the College of Medical Evangelists. On 
Tuesday evening Dr. Cottle will address the Los Angeles Society 
of Ophthalmology and Otolaryngology at the Los Angeles County 
Medical Association. 


Workshops for the Handicapped.—The United Cerebral Palsy 
Association of Los Angeles County and the schools of education 
and of medicine at the University of California at Los Angeles 
will cooperate with University Extension in holding a conference 
on Planning and Operating Workshops for the Handicapped, 
July 30-Aug. 10. Planned as an orientation course for personnel 
interested in training, rehabilitating, counseling, or employing 
the handicapped, the workshop will be conducted at Haines Hail 
on the campus. It will offer two units of university credit. The 
university fee of $30 for the workshop includes a final dinner 
session Aug. 10. 


New Psychiatric Department.—The new psychiatric department 
at Mount Sinai Hospital and Clinic, Los Angeles, provides free 
and part-pay beds for mentally and emotionally disturbed adults. 
Thirty-five beds will be available, half of them free. Patients, 
who will receive care for physical as well as mental needs, may 
be treated by their own psychiatrists while hospitalized at Mount 
Sinai, but all care will be under supervision of the hospital staff, 
and a uniformity of standards will be observed. Twenty-four 
psychiatrists, headed by Dr. Steven D. Schwartz, chief of in- 
patient service, have been appointed to the staff, and all have 
agreed to provide free care to the patients in need. The psychi- 
atric outpatient clinic is expected to be in operation by the end 
of the summer. Mount Sinai also is undertaking a major psychiat- 
ric research program. 


Physicians are invited to send to this department items of news of gen- 
eral interest, for example, those relating to society activities, new hospitals, 
education, and public health. Programs should be received at least three 
weeks before the date of meeting. 


COLORADO 


Statue of Dr. Florence Sabin in the Capitol.—_The Dr. Florence 
R. Sabin Memorial fund committee announces that the late Dr. 
Sabin, scientist and public health leader, will be honored with a 
statue in Statuary Hall in the Capitol in Washington, D. C. Dr. 
Sabin served for several years as manager of the Denver Bureau 
of Health and Hospitals and as a member of the Denver Board 
of Health. While the Colorado legislature has approved the 
placing of a statue in the national Capitol, funds for the statue 
and its installation must come from public contributions, which 
may be sent to the Dr. Florence R. Sabin Memorial fund com- 
mittee, 2371 Dahlia St., Denver 7. 


CONNECTICUT 


Narcotic Violation.—Dr. Isaac W. Cornwall, 110 Darby St., 
Bloomfield, pleaded nolo contendere in Superior Court, Hart- 
ford, March 20, to a violation of the state narcotic law. On April 
10 he was sentenced to a term of one year. The sentence was 
suspended after 90 days, and he was placed on probation for an 
indeterminate period. 


Society News.—The Connecticut State Medical Society’s com- 
mittee on eye care has offered its services to Gov. Abraham A. 
Ribicoff for the study of defects of driver eyesight in relation to 
automobile accidents. Dr. Clement C. Clarke, New Haven, is 
chairman of the committee, established to promote improvements 
in eye care and to cooperate with various agencies concerned 
with problems of eyesight.—-—The Eastern Windham County 
Heart Association in cooperation with the Willimantic District 
Heart Association presented its first afternoon symposium May 9 
at the Day Kimball Hospital in Putnam. The program included: 


Simon Dack, chief of the cardiac clinic, Mount Sinai Hospital, New York, 
Advances in Diagnosis of Coronary Artery Disease. 

William T. Foley, assistant clinical professor of medicine, Cornell Uni- 
versity Medica] College, New York, Medical Treatment of Coronary 
Artery Disease. 

Harry E. Ungerleider, director of medical research, Equitable Life As- 
surance Society of the United States, New York, Prognosis of Coronary 
Artery Disease. 


FLORIDA 


Narcotic Violation.—On April 6 Dr. Matthew N. DePasquale, 
2417 Aravale Rd., West Palm Beach, pleaded guilty to a viola- 
tion of the Florida State Uniform Narcotic Drug Act in the state 
court at West Palm Beach and was fined $5,000. 


Society News.—The second Pro Tempore Program in Surgery was 
recently conducted at Mount Sinai Hospital of Greater Miami by 
Dr. Robert M. Zollinger, chairman, department of surgery, Ohio 
State University College of Medicine, Columbus. The seminar 
was open to all members of the Dade County Medical Associa- 
tion and fellows of the American College of Surgeons. 


GEORGIA 


Personal.—The American Congress of Physical Medicine and 
Rehabilitation has awarded to Dr. Harriet E. Gillette, Atlanta, 
the entire stipend of $1,000 of the Richard Kovacs Memorial 
Fellowship fund. This fund was established to help defray the 
expenses of a qualified physician wishing to attend the second 
International Congress of Physical Medicine, Aug. 20-24, 1956, 
at Copenhagen, Denmark. 
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ILLINOIS 


Society News.—Newly elected officers of the Illinois Psychiatric 
Society include: Dr. Hugh T. Carmichael, president; Dr. Kalman 
Gyarfas, vice-president; and Dr. Alberto A De La Torre, secre- 
tary-treasurer, all of Chicago. 


Cunics for Crippled Children.—The University of linois division 
of services for crippled children has scheduled the following 
clinics to which any private physician may refer children for 
consultative services: 
July 25, Aurora, Copley Memorial Hospital; Springfield (cerebral palsy), 
Memorial Hospital. 


July 26, Bloomington, St. Joseph’s Hospital; Mt. Vernon, Masonic Temple. 
July 27, Chicago Heights (cardiac), St. James Hospital. 


Chicago 

Ambulance Presented by Postal Employees.—On June 19 the 
employees of the Chicago Post Office presented to the post office 
department the first postal ambulance in the United States 
designed specifically for postal emergencies. The gift was made 
possible through a fund created by small profits from soft-drink 
vending machines in the postal system of Chicago and the profits 
earned by several postal employee outings. The first-aid unit of 
the Chicago post office includes Drs. Jerome H. Tucker, Joseph 
H. Wynn, and Van A. McKinney and nine male nurses. 


Society News.—The Chicago Society of Internal Medicine re- 
cently elected Dr. Joseph B. Kirsner, president; Dr. Fred E. Ball, 
vice-president; and Dr. Franklin A. Kyser, Evanston, secretary- 
treasurer.—-—-The Dr. Jerome D. Solomon Memorial Research 
Foundation during the past decade has contributed $219,220.73 
to Hektoen Institute for medical research and $32,659.22 to 
Cook County Hospital.——Officers of the Chicago Ophthalmologi- 
cal Society include: Dr. Frank W. Newell, president-elect; Dr. 
Kenneth L. Roper, president; Dr. Orville E. Gordon, vice-presi- 
dent; Dr. Joseph S. Haas, secretary-treasurer; and Dr. David E. 
Shoch, renamed corresponding secretary.——The Chicago Heart 
Association announces that on May 17 the Chicago Heart Fund 
stood at a million dollars for the first time in its history. This 
sum, which exceeds by $250,000 the goal of the 1956 campaign, 
represents an increase of 20% over last year. 


University Free Lecture Series.—The University of Chicago is 
presenting a public lecture series on “Medicine and Social Re- 
search” under the sponsorship of the divisions of biological and 
social sciences and the National Opinion Research Center. The 
series opened July 12 with “Frontiers in Medico-Social Research” 
by Dr. Chester S. Keefer, Wade Professor of Medicine, Boston 
University School of Medicine. On July 19 “Epidemiological 
Approach to the Study of Disease” was the topic of Dr. John E. 
Gordon, professor of epidemiology, Harvard School of Hygiene 
and Public Health, Boston. The following presentations have 


been scheduled: 


July 26, Application of Secial Science to Medical Research, Herman E. 
Hilleboe, Albany, N. Y., New York state commissioner of health. 

Aug. 2, Medicine and the Sociocultural System, Benjamin D, Paul, Ph.D., 
associate professor of social anthropology, Harvard School of Hygiene 
and Public Health, Boston. 

Aug. 9, Evaluating Mental Health Programs, Jack R. Ewalt, Boston, 
Massachusetts commissioner of mental health; director, Joint Com- 
mission on Mental Illness and Health. 

Aug. 17, The Future of Preventive Medicine in the United States, 
Wilson G. Smillie, professor emeritus of public health and preventive 
medicine, Cornel University Medical College, New York, and executive 
director, State Charities Aid Association of New York. 


The public is cordially invited to attend the lectures, which are 
given free in Pathology 117, Billings Hospital, 950 E. 59th St., 
5 p. m. 
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INDIANA 


Society News.—Officers of the Indiana Roentgen Society for the 
coming year are: Dr, William M. Loehr, Indianapolis, president; 
Dr. Joseph D. Imhof, Muncie, vice-president; and Dr. Chester A. 
Stayton Jr., Indianapolis, secretary-treasurer. 


Personal.—Dr. Joseph G. S. Weber, Terre Haute, has been named 
president of the Terre Haute Board of School Trustees for one 
year. He will serve a total term of four years as a board mem- 
ber.——Dr. Paul D. Crimm who resigned the superintendency at 
the Boehme Tuberculosis Hospital, Evansville, after a 25-year 
tenure recently returned to the hospital as superintendent and 
medical director. 


Expansion of Cardiovascular Research.—The Indiana Heart 
Foundation recently announced plans for expansion of heart re- 
search at the Indiana University Medical Center through estab- 
lishment of the Maurice Early Clinic Cardiovascular Research 
Laboratories. The research, which will center around the prob- 
lems of high blood pressure and the physiological mechanics 
involved in this and related types of heart disease, will be directed 
by Dr. Walter E. Judson, Boston, who has been on the faculty of 
the Boston University School of Medicine and associated with 
the Peter Bent Brigham and other hospitals of the Boston area 
for the past six years. 


KANSAS 


Society News.—The Kansas Radiological Society recently elected 
Dr. Abraham M. Cherner, Hays, president; Dr. Lewis G. Allen, 
Kansas City, vice-president; and Dr. George S. Ripley Jr., Salina, 
secretary-treasurer. 


Grant to School of Psychiatry.—The Alfred P. Sloan Foundation, 
Inc., New York, has made a grant of $150,000 to the Menninger 
Foundation, Topeka, in support of the Menninger School of 
Psychiatry. In accepting the grant, Dr. William C. Menninger 
said, “One of the major factors retarding our advance towards 
the conquest of mental illness is the critical shortage of properly 
trained personnel, particularly psychiatrists.” It was announced 
that, as of July 1, 140 fellows would be studying at the school. 


MASSACHUSETTS 


Lecture on Medical Ethics.—Douglas Horton, D.D., dean of the 
Harvard Divinity School, Cambridge, delivered the 1956 George 
W. Gay Lecture on Medical Ethics, “Religio Medici,” before 
students and faculty of the Harvard Medical School, Boston, 
May 16. The Gay Lectures on Medical Ethics were established 
in 1917 through a gift to Harvard University by the late Dr. 
George W. Gay (Harvard Medical School, class of 1868), one 
of the first clinical teachers in the medical school. Income from 
the gift was set aside for the support of lectures “to the advanced, 
or graduating classes in the Medical School upon Medical Ethics, 
and upon wise and proper methods of conducting the business of 
physicians, as relates to fees, collections, investments, etc.” 


Personal.—Dr. Joseph J. Stapor, medical director of the General 
Motors Corporation assembly plant at Framingham, has been 
appointed director of the bureau of industrial hygiene of the 
Connecticut Department of Health._—Dr. George P. Berry, dean 
of the faculty of medicine, Harvard Medical School, Boston, 
recently went to Beirut, Lebanon, for a meeting of the board of 
trustees of the American University of Beirut, of which he is a 
member.——Dr. Samuel Proger, professor of medicine, Tufts 
College Medical School, Boston, and physician-in-chief, New 
England Center Hospital, Boston, recently served as physician- 
in-chief pro tempore at the Rhode Island Hospital, Provi- 
dence.——Dr. Theodore Fischer-Galati, Lawrence, is studying 
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ocular leprosy at the leprosy hospital of Dr. Albert Schweitzer at 
Lambarene, French Equatorial Africa, on a grant from an 
anonymous donor. Dr. Fischer-Galati was recently elected cor- 
responding member of the Société d’Ophthalmologie de Paris.—— 
Dr. J. Engelbert Dunphy, formerly clinical professor of surgery 
in Harvard Medical School and at the Peter Bent Brigham Hos- 
pital, Boston, has been named director of the new Harvard 
Surgical Unit and the Sears Memorial Laboratory at the Boston 
City Hospital. The appointment officially marks the return of 
Harvard to the Fifth Surgical Service after an absence of almost 
14 years. Dr. Dunphy fills also the newly created post of Boston 
City Hospital surgical professor in the Harvard Medical School. 
——Dr. Willys M. Monroe, Pittsfield, who retired as city public 
health officer recently after 32 years of service, was honored at a 
testimonial dinner at the White Tree Inn, where a camera and 
traveling clock were presented by Pittsfield physicians and the 
staff of the health department. Dr. Antonio P. Desautels, Pitts- 
field, toastmaster, listed among Dr. Monroe’s accomplishments 
the establishment of well baby clinics, tuberculosis testing of 
high school seniors, strengthening of sanitary laws to include 
restaurant and hotel inspection, establishment of minimum hous- 
ing standards, mosquito control, and the abatement of nuisances. 


MICHIGAN 

University News.—The University of Michigan College of Engi- 
neering, Ann Arbor, offers an interdisciplinary program dealing 
with meteorology as it applies to engineering, medicine, agricul- 
ture, architecture, conservation, and public health and including 
a five-year study of air pollution by aeroallergens, under the 
auspices of the National Institutes of Health, with emphasis on 
scientific studies on the production, release, distribution, and 
medical effects of ragweed pollen. Requests for information con- 
cerning the graduate degree program, employment opportunities 
for graduate students, or both should be addressed to E. Wendell 
Hewson, Ph.D., Professor of Meteorology, University of Michi- 
gan, Ann Arbor. 


Wayne made State University.—On July 1, Wayne University in 
Detroit became Wayne State University, in accordance with a 
bill passed at the last session of the state legislature. This action 
was based on recommendations made in the Ruthven Report, 
prepared by a commission appointed by Gov. G. Mennen 
Williams in 1955. Alexander G. Ruthven, Ph.D., president emeri- 
tus of the University of Michigan, Ann Arbor, who was chairman 
of that commission, was honored recently with a distinguished 
service award from Wayne University. The award, established 
to honor outstanding service to the university by individuals in 
the community, was given to Dr. Ruthven in recognition of his 
leadership and service in bringing about the transfer of Wayne 
to the state as a state institution. 


MISSOURI 

Summer Camp for Diabetic Children.—The St. Louis Diabetes 
Association will sponsor a summer camp for diabetic boys and 
girls between the ages of 10 and 14, Aug. 13-Sept. 1. For infor- 
mation write or telephone the St. Louis Diabetes Association, 
3839 Lindell Blvd., St. Louis 8 (FRanklin 1-1167 ). 


Dr. McComas Honored.—During the annual session of the Mis- 
souri State Medical Association in April, Dr. Arthur R. McComas, 
Sturgeon, became the first doctor of medicine to receive an 
award from the Alumni Association of the University of Missouri. 
Dr. McComas, who at the age of 87 is in his 66th year of practice 
in Sturgeon, where his father also practiced, was president of 
the Missouri State Medical Association in 1922 and chairman of 
the council from 1915 through 1937. He served as delegate to 
the American Medical Association from 1933 through 1948. The 
citation was presented “as an indication of the association’s pride 
in an alumnus who exemplifies the ideals and leadership so 
necessary in the preservation of American society.” 
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MONTANA 

Society News.—The Yellowstone Valley Medical Society recently 
elected Dr. John J. Hammerel, president; Dr. Walter H. Hagen, 
vice-president; Dr. Robert S. Stokoe, secretary; and Dr. Paul R. 
Crellin, treasurer, all of Billings. 


NEBRASKA 

New Psychiatric Institute.-The recently opened Nebraska Psy- 
chiatric Institute has installed a closed-circuit project, a complete 
ii-television system that will show to advanced students experts 
actually treating mental illness. Each treatment room in the 
institute has a special camera port, through which the cameraman 
can work without disturbing doctor or patient. Next to each port 
is a power outlet and a connection to the transmission line to the 
control room. The sound is picked up by microphones perma- 
nently installed in the ceiling of each treatment room. Three 
lightweight cameras, mounted with their controls and monitors 
on small carts to form mobile units, are set up to cover those 
treatment rooms where the most interesting therapy is taking 
place. All three television reports go to the monitor receivers in 
the control room, where the most significant treatment is selected 
for transmittal to the students in the auditorium. The entire 
operation—operating the cameras, monitoring, and projection—is 
carried out by staff members. The institute, which can take care 
of about 100 resident patients besides 16 day patients and ap- 
proximately 150 outpatients, has as its head Dr. Cecil L. Wittson. 


NEW MEXICO 
Society News.—On May 25 a chapter of the American Public 
Health Association was organized in Raton with Dr. John H. 
Donnelly, Raton, as president and Dr. Stanley J. Leland, Santa 
Fe, as secretary. 


NEW YORK 

Kaiser Medal to Dr. Nash.—The Rochester Academy of Medicine 
has awarded the Albert David Kaiser medal for 1956 to Dr. C. 
Stewart Nash, Rochester, “in recognition of his eminent contribu- 
tions locally and nationally to otolaryngology.” 


Hospital News.—The Jewish Chronic Disease Hospital announces 
opening of the new outpatient clinics in the Anna J. Freeman 
Pavilion, E. Forty-Ninth Street and Rutland Road, Brooklyn. 
The outpatient department, will combine the clinics already in 
existence with the newly developed specialty clinics in chronic 
diseases. Eligible patients will be admitted only by referral 
through the family physician or health agencies. Information 
may be obtained from the superintendent or the clinic registrar, 
SLocum 6-9700. 


Decrease in Blindness of Infants.—According to the state depart- 
ment of health, blindness in infants caused by retrolental fibro- 
plasia dropped 83% in the past year in the state, following the 
widespread adoption by hospitals of limiting oxygen concentra- 
tions given premature babies to below 40%. A study reveals that, 
beginning in 1946, the year reporting was mandatory, the number 
of babies classified as blind during the calendar year of their birth 
increased steadily each year, reaching a peak of 52 in 1953; in 
1955, however, there were only three reported cases, 


Allergists Observe Semicentennial.—The Mount Sinai Hospital, 
New York City, and the New York Allergy Society commemo- 
rated the founding of the science of allergy by Dr. Clemens von 
Pirquet, Vienna, Austria, and Dr. Bela Schick in semicentennial 
exercises, May 23, in the Blumenthal Auditorium of the hospital. 
Speakers included Dr. Schick, consulting pediatrician to the 
Mount Sinai Hospital; Dr. Victor H. Haas, director of the Na- 
tional Institute of Allergy and Infectious Diseases, Bethesda, 
Md.; and Dr. Robert A. Cooke, director of the Institute of 
Allergy, Roosevelt Hospital, New York City. 
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University News.—Albany Medical College of Union University 
has received $26,000 for leukemia research from a trust fund 
established for the late Miss Rachel Clapp by her friend Miss 
Susan J. Ellithorpe of Palatine Bridge. The award will be known 
as the Rachel Clapp Hematologic Research Fund for Leukemia. 
——The University of Buffalo School of Medicine will embark in 
September on an experimental project in the training of medical 
teachers. The program, made possible by a grant from the Com- 
monwealth Fund, will have the cooperation and assistance of the 
school of education and the college of arts and sciences. Its 
purpose will be to determine whether the development of in- 
creased faculty familiarity with fundamental educational princi- 
ples can make a significant contribution to the betterment of 
medical education, Four visiting faculty positions will be offered 
for this period to faculty members of other medical schools who 
wish to participate in this program. Dr. George E. Miller, assist- 
ant professor of medicine, will direct the program.——The State 


University of New York College of Medicine in Syracuse has — 


appointed Dr. Thomas W. Mou assistant professor in the section 
on preventive medicine. Samuel Mallov, Ph.D., has been pro- 
moted to assistant professor of pharmacology and the following 
faculty members to associate professorships: Drs. William Faloon 
and Donald C. Samson ( medicine ); Dr. David B. Jones ( pathol- 
ogy); and Robert Straus, Ph.D., ( public health—sociology ). Drs. 
Arland D. Ryan and Richard P. Storrs, department of radiology, 
have resigned to enter private practice, in Norwich, N. Y., and in 
California, respectively. 


New York City 

Professor of Orthopedic Surgery.—Dr. John C. McCauley has 
been promoted from associate professor to professor of orthopedic 
surgery at New York University Post-Graduate Medical School. 
Dr. McCauley is surgeon-in-chief at New York State Rehabilita- 
tion Hospital, West Haverstraw, visiting surgeon at Bellevue 
Hospital Center, consulting orthopedist at Flushing Hospital and 
Dispensary, assistant surgeon at the Reconstruction Hospital, 
attending orthopedic surgeon at Vanderbilt Clinic and Univer- 
sity Hospital, and special consultant to the U. S$. Public Health 
Service. 


Bus Designed for Handicapped Children.—A bus designed to 
make transportation easier for handicapped children attending 
public school has been approved by Dr. George G. Deaver, chief 
of children’s division, Institute of Physical Medicine and Re- 
_habilitation, and Dr. William A. Cooper of Cornell University 
Medical College. The new bus features a lowered step 11% in. 
from the pavement, intermediate steps 7 in. high, two steel grab 
bars, a newly designed door, and foam rubber bumpers. The 
design was prepared under the direction of Mr. Louis Cook, 
superintendent of school supplies of the New York City Board of 
Education at the request of Mr. Charles Silver, president of the 
board of education. 


Dr. Stimson Honored.—At a dinner, April 3, in the Columbia 
University Faculty Club, members of the medical profession and 
friends honored Dr. Philip Moen Stimson for “four decades of 
unceasing labor to help children conquer the afflictions of polio- 
myelitis and other diseases.” A silver tray was presented to Dr. 
Stimson by associates at New York Hospital—Cornell Medical 
Center, where he is professor of clinical pediatrics, and the 
Willard Parker Hospital, where he was a staff member for many 
years, Dr. Stimson, organizer and from 1945 to 1949 director of 
the poliomyelitis division of Knickerbocker Hospital, also re- 
ceived a distinguished service award from Dr. Hart E. Van Riper, 
medical director, National Foundation for Infantile Paralysis. 
Speakers at the dinner included Dr. Stanhope Bayne-Jones, 
technical director of medical research, Office of the Surgeon 
General, U. S. Army; Harry Emerson Fosdick, D.D., minister 
emeritus of Riverside Church, New York; Mr. Alfred Jaretzki Jr., 
lawyer and vice-president of St. John’s Guild; Dr. Jerome L. 
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Kohn, consulting physician, Mount Sinai Hospital, New York 
City; Dr. Kenneth S. Landauer, New York, director of respira- 
tory center services, National Foundation for Infantile Paralysis, 
and Dr. Sam Z. Levine, pediatrician-in-chief and professor of 
pediatrics, the New York Hospital-Cornell Medical Center. 


Personal.—Dr. Emilion A. Gutheil addressed the staff of the 
Lafargue Clinic in New York City on the 10th anniversary of 
its founding on “Current Trends in Psychotherapy.”——Dr. Ber- 
nard Rothbard has been appointed medical director of the 
United Wire, Metal & Machine Medical Center, 842 Broadway, 
a diagnostic center.——Dr. William T. Kennedy, past-president 
of the New York Obstetrical Society and the Manhattan Medical 
Society, delivered the annual George Birney Broad Lecture at 
the State University of New York College of Medicine at Syra- 
cuse March 13, when his topic was “Stress Incontinence in the 
Female: Theories as to Its Causes and Methods of Manage- 
ment.” ——Dr. Howard A. Rusk has been honored by the National 
Association of Methodist Hospitals and Homes, which bestowed 
on him an award in the Methodist Hall of Fame in Philanthropy. 
The accompanying citation read, in part: “Through his scientific 
knowledge and skill he has given to mankind the gifts of hope, 
restoration and wholesome life. . . . He satisfies the great com- 
mission by teaching, healing and helping those in distress; and 
with a keen and sympathetic understanding, peculiar to those 
who are close to God, he epitomizes the standards of the Great 
Physician . . .”"——Dr. A. David Gurewitsch has been named 
director of medical services for the Institute for the Crippled and 
Disabled, rehabilitation center at 23rd Street and First Avenue, 
and has been appointed associate clinical professor of physical 
medicine and rehabilitation at Columbia University College of 
Physicians and Surgeons. He continues in his post of assistant 
attending physician in charge of physical medicine, Neurological 
Institute, Presbyterian Hospital. A graduate of the Basel, Switzer- 
land, Medical School, Dr. Gurewitsch has been associated with 
Mount Sinai and Harlem hospitals and in 1949-1950 was first 
medical officer to the United Nations. 


OHIO 

Grant for Kidney Transplant Research.—The Josiah Macy Jr. 
Foundation in New York City recently gave to the University of 
Cincinnati College of Medicine for studies in the Jewish Hospital 
Association’s May Institute for Medical Research a five-year 
grant totaling $80,575 for research on homologous transplanta- 
tion of human kidneys. Dr. Benjamin F. Miller, director of the 
institute, who also serves as associate professor of experimental 
medicine at the university, will direct the transplantation re- 
search. 


Society News.—Dr. Robert M. Stecher was recently reelected as 
president of the Cleveland Health Museum board of trustees; 
Mr. William Crighton Sessions was elected vice-president; Mr. 
Howard Whipple Green was renamed secretary; and Mr. War- 
ner Seely, treasurer.——Newly elected officers of the Ohio State 
Radiological Society include: Dr. Donald W. English, Lima, 
president; Dr. Paul A. Jones, Zanesville, vice-president and 
president-elect; Dr. John R. Hannan, Cleveland, secretary; and 
Dr. Frances A. Miller, Youngstown, treasurer. The next annual 
meeting will be held in Dayton in May, 1957. 


Personal.—At a meeting of Cleveland’s summer playground super- 
visors, June 14 in the Cleveland Health Museum, Dr. Ralph C. 
Lohrey, Euclid, chairman of the child safety committee, dis- 
cussed methods of reducing safety hazards on playgrounds. The 
supervisors toured the museum, where they inspected the current 
A. M. A. guest exhibit, “Accidental Poisoning in Children.”—— 
Dr. Richard F. Baer, resident physician at Ohio State University 
Medical Center, Columbus, has been appointed director of physi- 
cal medicine and rehabilitation at Opportunity Home, the 
hospital operated by the Toledo Society for Crippled Children. 


’ 
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Dr. Baer, who reported for duty on July 1, formerly lived in 
Worthington. His twin brother, Dr. Robert D. Baer, has a general 
practice in Dalton.——Dr. William A. McClellan, Oxford, has 
joined the staff of the University of Tennessee College of Medi- 
cine, Memphis, as assistant director of the department of general 
practice succeeding Dr. Louis F. Rittelmeyer, who heads the 
department of general practice at the University of Mississippi 
School of Medicine in Jackson.——On his retirement, Dr. John 
P. Tucker, who had had the longest career with the Cleveland 
Clinic of any of its physicians, was honored at the annual dinner 
of the staff, which presented him with an antique gravy boat and 
a citation that read in part: “In affectionate regard, from his 
colleagues of the Cleveland Clinic, many of whom he led through 
their formative professional years, all of whom he has inspired 
by his unequivocal devotion to the high ideals of medicine.”—— 
Dr. Robert M. Stecher, president of the board of trustees of the 
Cleveland Health Museum, has been invited to give papers on 
the heredity of short thumbs and various types of arthritis at the 
first International Congress of Human Genetics in Copenhagen, 
Denmark, Aug. 1-6. He will also address the Scandinavian 
Rheumatism Congress in Sweden, a similar group in Finland, 
and a number of medical schools and hospitals in Africa. 


OREGON 

Memorial to Dr. Dillehunt.—The Richard B. Dillehunt Memorial 
Surgery in Portland was dedicated April 18 by Dr. Harry C. 
Blair, 15, president of the University of Oregon Medical School 
Alumni Association, Dr. David W. E. Baird, ’26, dean of the 
medical school, and Dr. Leo S. Lucas, ’23, senior consultant in 
orthopedic surgery, on behalf of the alumni association. Dr. Blair 
said, in part: “This surgery is a fitting tribute to the man who 
first envisioned it. Here, future surgeons will continue to carry 
on the precepts that Dr. Dillehunt taught in his years of dedi- 
cated service to children. . .. Dr. Dillehunt in many ways was a 
pioneer. When he first assumed responsibility for the medical 
school, this whole area was a bramble patch on what was gener- 
ally referred to as an inaccessibly high and distant hill. It was he 
who recognized the possibilities of the site, and it was he who 
fashioned a model of the future medical school to place before 
the Legislature as a concrete illustration of his hopes and dreams. 
. .. His years of toil, of continuous striving for an inspired—and 
at times seemingly hopeless, ideal, have already consecrated the 
schoot—the hespital—this surgery—and all additions yet to come, 
to his memory. But its name can always serve as a reminder of 
his struggle and achievement.” 


PENNSYLVANIA 

Society News.—At the annual meeting of the Eastern Pennsyl- 
vania chapter of the Arthritis and Rheumatism Foundation, Dr. 
Philip R. Trommer, Philadelphia, was elected president and Dr. 
Harry E. Banghart, Philadelphia, vice-president.——The Pennsyl- 
vania Radiological Society recently elected Dr. James M. Con- 
verse, Williamsport, president; Dr. Lewis E. Etter, Pittsburgh, 
president-elect; Dr. Richard R. Hoffman, Lebanon, first vice- 
president; Dr. John W. Hurst, Altoona, second vice-president; 
and Dr. Walter P. Bitner, Harrisburg, secretary-treasurer. 


Philadelphia 

Dr. Babcock Honored by Surgical Society.—At its 49th annual 
banquet at Alden Park Manor, the Babcock Surgical Society paid 
tribute to Dr. W. Wayne Babcock, emeritus professor of surgery, 
Temple University Medical Center. Dr. Babcock was appointed 
professor of surgery in 1903 when the medical school was two 
years old. Guest speaker of the evening was Dr. W. Edward 
Chamberlain, head of the radiology department at the center. 
Dr. William N. Parkinson, dean, also addressed the more than 
100 guests. The society, which annually numbers 50 medical 
students, was founded in 1907 and is dedicated to presentation 
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of scientific papers by senior students. A paper by Dr. Anthony 
M. Puleo, Euclid, Ohio, entitled “The Artificial Kidney” was 
announced as the best submitted during the current year. 


RHODE ISLAND 

State Medical Election.—Newly elected officers of the Rhode 
Island Medical Society include Dr. Charles L. Farrell, Pawtucket, 
president; Dr. Joseph C. Johnston, Providence, vice-president; 
Dr. George W. Waterman, Providence, president-elect; Dr. 
Thomas Perry Jr., Providence, secretary; and Dr. John A. Dillon, 
Providence, treasurer. 


Soma Weiss Award.—David Korn, Providence, a second-year 
student in the Harvard Medical School, Boston, has received the 
1956 Soma Weiss award for undergraduate research in the 
medical school and the Harvard School of Dental Medicine for 
his paper, “Glycerol Dissimilation in Acetobacter Suboxydans.” 
The award honors the late Dr. Soma Weiss, former professor of 
the theory and practice of physics at Harvard University. 


SOUTH CAROLINA 

Dr. Lynch Honored.—At the Marlboro County Annual Meeting, 
the Pee Dee Medical Association presented Dr. Kenneth M. 
Lynch, president of the Medical College of South Carolina, 
Charleston, with a silver tray inscribed: “Dr. Kenneth M. Lynch 
With Grateful Acknowledgment For His Contribution to Medi- 
cal Progress in South Carolina, The Pee Dee Medical Associa- 
tion, January 1956.” 


Personal.—Dr. Edwin Boyle Jr., instructor in medicine at the 
Medical College of South Carolina, Charleston, will participate 
in a symposium on arteriosclerotic cardiovascular disease to be 
held in Basel, Switzerland, by the Swiss Academy of Science, 
Aug. 8-10. His subject will be “Lipoprotein Metabolism and 
Atherosclerosis.” During the past four years Dr. Boyle has been 
senior clinical investigator at the metabolism section of the 
National Heart Institute, Bethesda, Md. 


GENERAL 


Kappa Delta Award.—The committee on scientific investigation 
of the American Academy of Orthopaedic Surgeons announces 
that all manuscripts for the annual Kappa Delta award for the 
outstanding scientific contribution in orthopedic surgery should 
be forwarded to the chairman of the committee, Dr. Donald B. 
Slocum, 132 E. Broadway, Eugene, Ore., by Aug. 15. This is a 
departure from previous years when final selection was not made 
until Oct. 1. 


Grants in Pediatrics.—The Playtex Park Research Institute an- 
nounces that, as a consequence of a change in time for its annual 
meetings from May to October, the deadline for filing grant 
applications to the institute has been changed from March 1 to 
Aug. 1. Grants approved by the institute’s board at its annual 
meeting in October will become effective on the first of the 
following year. Institute grants are limited to “promising young 
investigators with challenging research programs in the field of 
pediatrics.” Grant application forms may be obtained from the 
Office of the Institute’s Secretary, 6415 Empire State Bldg., New 
York 1. 


Screening Committee for Filipino Nurses and Doctors Applying 
to U. S. Hospitals.—A group of medical Rotarians in Manila, P. L., 
has set up a medical and nursing screening committee, headed by 
Dr. Gumersindo Garcia, director of Mary Johnston Hospital, 
Manila. The committee will screen the applicants before sending 
their applications and credentials to the United States. This 
committee is working in harmony with the desires of the U. S. 
Embassy in Manila and can supply a list of screened, bona-fide 
applicants to any hospital in the United States. Any institution 
may write directly to Mr. Charles R. Kirk, Pan American World 
Airways, 300 N. Michigan Ave., Chicago, as a convenience in 
transmitting requests to Manila. 
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Grants for Nutrition Research.—The Nutrition Foundation Inc. 
(99 Park Ave.. New York 16) has approved 21 new grants for 
research in nutrition, amounting to $251,850 and bringing the 
total funds granted by the foundation to $3,800,000. These 
grants have gone to 76 colleges and universities in the United 
States, Canada, and Central America in support of basic researcli 
and education. The program is wholly supported by members of 
the foundation within the food and related industries to assist 
universities and medical schools in basic nutrition studies, to en- 
courage superior training of young scientists in university grad- 
uate and medical schools, to support sound educational measures 
that would be of greatest benefit to the public, and to aid in 
solution of nutritional problems. 


Research Fellowships and Grants.—The Life Insurance Medical 
Research fund will receive applications for the following awards, 
available July 1, 1957: (1) until Oct. 1, applications for post- 
doctoral research fellowships in any field of the medical sciences, 
with preference to those who wish to work on cardiovascular 
function and disease or related fundamental problems (minimum 
stipend $3,800, with allowances for dependents and necessary 
travel), and (2) until Nov. 1, grants to institutions in aid of re- 
search on cardiovascular problems. Support is available for 
physiological, biochemical, and other basic work broadly related 
to cardiovascular problems as well as for clinical research in this 
field. Approximately one million dollars will be available for the 
two types of award. Information and application forms may be 
obtained from the Scientific Director, Life Insurance Medical 
Research Fund, 345 E. 46th St., New York 17. 


Prize in Obstetrics and Gynecology.—The American Association 
of Obstetricians and Gynecologists offers “The Foundation Prize” 
($500) to (a) interns, residents, or graduate students in obstet- 
rics and gynecology and (b) persons with an M.D. degree or a 
scientific degree approved by the prize award committee, who 
are actively practicing or teaching obstetrics, gynecology, or 
engaged in research in these fields. Manuscripts must be limited 
to $5,000 words, typewritten double spaced on one side of the 
sheet, and presented under a nom de plume, together with a 
sealed envelope bearing the nom de plume and containing a card 
showing the name and address of the contestant. Three copies of 
manuscripts and illustrations entered in a given year must be in 
the hands of the president of the foundation before April 1. The 
award will be made at the annual meeting of the association, 
when the successful contestant must appear in person to present 
his contribution. The successful contestant must meet all ex- 
penses incident to this presentation. Inquiries should be ad- 
dressed to Dr. Frank R. Lock, Secretary, Bowman Gray School 
of Medicine of Wake Forest College, Winston-Salem, N. C. 


Research Awards in Cardiology.—The American Heart Associa- 
tion is accepting applications by research investigators for sup- 
port of studies in or related to the cardiovascular field. Awards 
will be for the fiscal year beginning July 1, 1957. Application 
deadline for research fellowships and established investigator- 
ships is Sept. 15 and for grants-in-aid, Nov. 1, 1956, Awards are 
made in the following categories: 


Established Investigatorships: Awarded for periods of up to five years, 
subject to annual review, in amcunts ranging from $6,000 to $9,000 
per annum, to scientists of proved ability who have developed in their 
careers to the point where they are independent investigators. 

Research Fellowships: Awarded to young men and women with doctoral 
degrees for periods of one to two years to enable them to train as in- 
vestigators under experienced supervision. Annual stipends, $3,500- 
$5,600. 

Grants-in-Aid: Made to experienced investigators in varying amounts up 
to $10,000 to provide support for specified projects. 


The association also maintains a limited number of Career In- 
vestigatorships, given to scientists of unusual capacity and 
accomplishment to assure them of financial support throughout 
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their productive lives. Career Investigators are selected on the 
initiative of the Heart Association Research Committee and not 
from applications. Information and application forms are avail- 
able from the Medical Director, American Heart Association, 44 
E. 23 St., New York 10. 


Prevalence of Poliomyelitis.—According to the National Office of 
Vital Statistics, the following number of reported cases of polio- 
myelitis occurred in the United States and its territories and 
possessions in the weeks ended as indicated: 
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Society News.—The American Otological Society recently 
elected Dr. John R. Lindsay, Chicago, president; Dr. Dean M. 
Lierle, Iowa City, vice-president; and Dr. Lawrence R. Boies, 
Minneapolis, secretary. The next annual meeting will take place 
at the Statler Hotel, Washington, D. C., May 4, 1957.—-—At the 
annual meeting of the American Diabetes Association, Dr. Fred- 
erick W. Williams, New York, was elected president; Dr. John 
A. Reed, Washington, D. C., first vice-president; Dr. Alexander 
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Marble, Boston, second vice-president; Dr. Franklin B. Peck Sr., 
Indianapolis, secretary; and Dr. William H. Olmsted, St. Louis, 
treasurer.——On May 11 the name of the American Academy of 
Obstetrics and Gynecology was officially changed to American 
College of Obstetricians and Gynecologists. Dr. Ralph E. Camp- 
bell, Madison, Wis., is president of the college, which maintains 
headquarters at 116 S. Michigan Ave., Chicago 3. The next 
annual meeting of the college will convene at the Palmer House 
in Chicago, Nov. 7-9.-—Newly elected officers of the American 
College of Physicians include: Dr. Walter L. Palmer, Chicago, 
president; Dr. Richard A. Kern, Philadelphia, president-elect; 
Drs. Chester M. Jones, Boston, George H. Anderson, Spokane, 
Wash., and Truman G. Schnabel Sr., Philadelphia, first, second, 
and third vice-presidents, respectively; Dr. Wallace M. Yater, 
Washington, D. C., secretary general; and Dr. William D. 
Stroud, Philadelphia, treasurer (reelected).——The Psoriasis Re- 
search Association, a nonprofit organization established “to raise 
funds to finance research in the disease of psoriasis,” announces 
the tollowing members of the advisory board: Dr. Arthur C. 
Curtis, Ann Arbor, Mich., chairman, and Drs. Frank C. Combes, 
New York, lra L. Schamberg, Elkins Park, Pa., Julius E. Gins- 
berg, Chicago, Henry E. Michelson, Minneapolis, Raymond R. 
Suskind, Cincinnati, John A. Conroy, Newton, Mass., Joseph M. 
Maloney, San Carlos, Calif., and Herman V. Allington, Oakland, 
Calif. The association plans eventually to have sufficient funds 
to support research on a number of dermatoses. Doctors inter- 
ested may address Psoriasis Research Association, Mrs. Diane 
Mullins, President, 161 Rockridge Rd., San Carlos, Calif.—— 
In its 1955 annual report, the National Society for the Prevention 
of Blindness (1790 Broadway, New York 19) states that during 
1955 an estimated 27,000 Americans lost their eyesight, bringing 
the total number of blind in the United States to more than 
334,000. The annual cost of caring for these sightless persons is 
said to be about 150 million dollars. Now in its 48th year, the 
society sponsors a threefold attack on blindness through year- 
round programs of education, research and service, made pos- 
sible by voluntary contributions. 


FOREIGN 

Meeting of Obstetricians and Gynecologists.—The first congress 
of the International Professional Union of Gynecologists and 
Obstetricians will convene in Madrid, Sept. 28-29, to discuss 
(1) insurance, (2) specialization, and (3) aid to young gyne- 
cologists and obstetricians. Information may be obtained from the 
secretary general, Dr. J. Courtois, 1, rue Racine, Saint-Germain- 
En-Laye, France. 


Society News.—The “Allgemeine Aerztliche Gesellschaft fiir 
Psychotherapie” (General Medical Association for Psychother- 
apy) held its meeting in Freudenstadt, Germany, April 26-28. 
Topics discussed during the convention were “Sociology and 
Psychotherapy,” “Psychosomatics,” “Clinical Psychotherapy,” 
and “Group Psychotherapy.” Participants came from Germany, 
Switzerland, Austria, France, Sweden, and the United States. 
Drs. Gerhard Hoffmann, Cleveland, and George E. Voegele, 
Columbus, Ohio, presented papers. 


German Medical Association Headquarters.—On April 29 the 
German Medical Association inaugurated its new headquarters 
in Cologne, Germany, during the meeting of the 26th Council 
Session of the World Medical Association, which convened in the 
new meeting rooms. The building will serve as the center of the 
German medical profession and in addition will house the offices 
of the editorial staff of Arztliche Mitteilungen, the official publi- 
cation of the German Medical Association, which is issued three 
times a month. 


International Genetics Symposium.—This Symposium, organized 


by the Science Council of Japan with the collaboration of the 
universities of Tokyo and Kyoto, the National Institute of Genet- 
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ics, and the Japanese Societies of Genetics and Breeding, will be 
held in Tokyo and Kyoto, Japan, Sept. 6-12, under the auspices 
of the International Union of Biological Sciences. The provisional 
agenda includes (1) Physical and Chemical Approaches to 
Problems in Chromosomes; (2) Problems in Applied Genetics 
(Induced Mutation; Heterosis and Resistance; Polygenic Inheri- 
tance; Micro-organisms and Viruses; and Blood Groups); and 
(3) Standardization of Nomenclature and Symbols of Genes. 
The official language for the sessions will be English. All com- 
munications regarding the symposium should be addressed to the 
Secretary, International Genetics Symposium 1956, Science 
Council of Japan, Ueno Park, Tokyo, Japan. Telegraphic address: 
Sciencouncil Tokyo. 


EXAMINATIONS 
AND LICENSURE 


EXAMINING BOARDS IN SPECIALTIES 


AMERICAN Boarnp or Dermarovocy; Writlen. Various centers, July 26. 
Oral. St. Louis, Oct. 12-15. Final date for filing applications was 
April 1. Sec., Dr. B. M. Kesten, One Haven Ave., New York 32. 

AMERICAN BOARD or INTERNAL Mepicine: Written. Oct. 15, 1956. Final 
date for filing application was May 1. Oral Examinations in 1956. 
New York City, Sept. 21-25. Final date for filing application was April 1. 
Exec. Sec., Dr. William A. Werrell, | West Main St., Madison 3, Wis. 

AmerRICAN Boarp OF NEUROLOGICAL SURGERY: Examination given twice 
annually, in the spring and fall. In order to be eligible a candidate must 
have his application filed at least six months before the examination time. 
Sec., Dr. Leonard T. Furlow, Washington University School of Medicine, 
St. Louis 10. 

AMERICAN Boarp Or AND GyNnecoLocy: Part I. 1957. Appli- 
cations for certification for the 1957 examinations are now being accepted. 
Candidates making new application or requesting the reopening of an 
an application must do so before Oct. 1, 1956. Applications are to be 
accompanied by a list of hospital admissions. Written. Part I. Various 
cities of the United States, Canada and military centers outside the conti- 
nental United States, Feb. 1. Dr, Robert L. Faulkner, 2105 Adelbert 
\uad, Cleve.and 6. 

AMERICAN or Practical Examination. St. Louis, 
Oct. 20-24. Writen. Jan. 21, 1957. Appiications must be fired before 
July 1, 1956. Sec., Dr. Merriil J. King, Box 236, Cape Cottage Branch, 
Vortland 9, Maine. 

AMERICAN Boanb OF SunGeKY: Oral. Part II, Chicago, Jan- 
uary 1957. Final date for filing nag ent is Aug. 15. Sec., Dr. Sam 
W. Banks, 116 South Michigan Ave., Chicago 3 

AMERICAN Boanp OF OTOLARYNGOLOGY; W sed n and Oral, Chicago, Oct. 
8-11. Sec., Dr. Dean M. Lierle, University Hospitals, lowa City 

AmMeriICAN Boarnp or PaTnoLocy: Written for Pathological Anatomy end 
Clinical Pathology, Oct. 4-6, Final date for filing application is Sept. 1. 
Sec., Dr. Edward B. Smith, 1040-1232 W. Michigan St., Indianapolis 7. 

AMERICAN Boanp OF Pepiatnics: Oral, Part Il. New York City, Oct. 12- 
14, and San Francisco, Dec. 7-9. Sec., Dr. John Mck. Mitchell, 6 Cush- 
manu Road, Rosemont, Pa, 

AMERICAN or PLAstic SurnGERY: Miami, Oct. 17-19. Corres. Sec., 
Mrs. Estelle E. Hillerich, 4647 Pershing Ave., St. Louis 8. 

AmienicaAN Boanp OF PREVENTIVE Mepicine: Oral and Written. Public 
l,eath, Philadelphia, Nov. 8-10. Sec., Dr. Ernest L. Stebbins, 615 N. 
\W ute St., baitimore, Md. 

AMeéniCAN Boanp or Oral and Writtca. Philadelphia, Sept. 
22. Final date for filing apple. ition was June 28. Sec., Dr. Stuart T. Ross, 
520 Franklin Ave., Garden City, N. Y. 

Boarp OF PsycHiAiny AND Oral. New York, Dec. 
lu-il and New Orieans, Mar. 18-19. Sec., Dr. David A. Boyd, Jr., 
102-110 Second Ave,, 5.W., inochester, Minn. 

AMERICAN Boarp OF Rapiococy: Los Angeles, Sept. GO-Oct. 4. Final date 
fur fling application was June Ll. See., Dr. B. R. Kirssin, Kabler Hotel 
blig., Rochester, Minn. 

AMERICAN Boarp OF SuRGERY;: Part I. Various Centers Throughout the 
Ui.ied States and in Certain Military Cenicrs Abroad, Oct. 31. Part I. 
Bu.alo, Sept. 24-25; Chicago, Oct. 15-16; New Haven, Nov. 19-20; 
Kansas City, Kan., Dec. 10-11; Los Angeies, Jan. 14-15; San Francisco, 
Jan. 17-18; Houston, Feb. 18-19; Nashville, Mar. 11-12; Boston, April 
8-9, and New York, June 10-11. 


AMERICAN Boanp Or Unotocy: February 1957. Sec., Dr. William Niles 
Wishard, 1711 N. Capital Ave., Indianapolis 7. 


Boarp or THoracic SurnGERY: Written. Various centers throughout the 
country, Sept. 7. Final date for filing applications was July 1. A subse- 
quent written examination will be held in « ebruary 1957, and the closing 
date for registration is , 1956. Sec., Dr. William ML Tuttle, 1151 
Taylor Ave., Detroit 2 
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DEATHS 


Bennett, James Haynes ® Baldwinsville, N. Y.; born in Camil- 
lus, Feb. 22, 1909; Syracuse (N. Y.) University College of 
Medicine, 1933; member of the American Academy of General 
Practice; in July, 1955, was awarded a plaque by the Onondaga 
County chapter of the New York State Academy of General 
Practice, of which he was past-president, in recognition of his 
untiring efforts in behalf of the general practice movement; 
school physician in Baldwinsville for many years and served as 
president of the New York State School Physicians Association, 
1953-1954; on the advisory committee to the commissioner of 
education and commissioner of health, 1954-1955; in 1955 
honorary president of the New York State Health Officers Asso- 
ciation, of which he was secretary-treasurer from 1951 to 1953 
and president-elect, 1953-1954; for many years health officer of 
the town of Van Buren; past-president of the Baldwinsville 
Chamber of Commerce; member and past-president of the 
Baldwinsville Kiwanis Club; for two years a director of the 
Baldwinsville Federal Savings and Loan Association; on May 7, 
1956, was cited by the Medical Society of the State of New 
York as the state’s outstanding general practitioner for 1955; 
for many years on the courtesy staff of the Albert Lindley Lee 
Memorial Hospital in Fulton and the Syracuse (N. Y.) Me- 
morial Hospital; died May 8, aged 47, of carcinoma of the 
rectum, 


Bensley, Robert Russell, Chicago; born in Hamilton, Ontario, 
Canada, Nov. 13, 1867; University of Toronto Faculty of Medi- 
cine, Toronto, Canada, 1892; assistant demonstrator of biology 
from 1892 to 1899 at his alma mater and demonstrator from 
1899 to 1901, when he joined the division of biological sciences, 
University of Chicago, as assistant professor of anatomy, later 
becoming associate professor, professor, and chairman of the 
department and since 1933 professor emeritus; from 1905 to 
1933 director of the Hull Laboratory of Anatomy at the Uni- 
versity of Chicago; visiting professor at Washington University 
in St. Louis, 1930-1931; past-president of the American Associa- 
tion of Anatomists; in 1952 awarded the Banting medal from 
the American Diabetes Association; in 1919 received the honor- 
ary degree of doctor of science from the University of Toronto, 
Toronto, Canada; a pioneer in the microscopic investigation of 
cell structure and in the study of the pancreas; died in St. 
Luke’s Hospital June 11, aged 88, of carcinoma of the right 
lung and liver. 


Spain, Will Cook ® New York City; born in Murfreesboro, 
Tenn., Aug. 10, 1891; Vanderbilt University School of Medi- 
cine, Nashville, Tenn., 1918; clinical professor of medicine at 
the New York University Post-Graduate Medical School; for- 
merly on the faculty of the New York Medical College, Flower 
and Fifth Avenue Hospitals; specialist certified by the American 
Board of Internal Medicine; served as secretary of the Associa- 
tion for the Study of Asthma and Allied Conditions for some 
20 years, becoming secretary to the American Academy of 
Allergy, formed by a merger in 1943; resigned in 1945; fellow 
of the American College of Physicians; attending physician and 
director, department of allergy, University Hospital; consultant 
in allergy, John T. Mather Memorial Hospital in Port Jefferson, 
N. Y.; died May 12, aged 64. 


Ballin, David Bernard ® New York City; born in 1891; New 
York Homeopathic Medical College and Flower Hospital, New 
York City, 1918; associate clinical professor of dermatology and 
syphilology at the New York University Post-Graduate Medical 
School; served on the faculty of the New York University Col- 
lege of Medicine; specialist certified by the American Board of 
Dermatology and Syphilology; member of the American Acad- 
emy of Dermatology and Syphilology; on the staff of the New 
York Skin and Cancer Hospital; died April 15, aged 64, of 
cancer. 


Beyer, Louis J., Buffalo; born in Buffalo June 1, 1876; Univer- 
sity of Buffalo School of Medicine, 1899; an associate member 
of the American Medical Association; life member of the Amer- 


@ Indicates Member of the American Medical Association. 


ican Academy of Ophthalmology and Otolaryngology; fellow of 
the American College of Surgeons; specialist certified by the 
American Board of Otolaryngology; formerly on the faculty of 
his alma mater; served as chairman of the city board of health; 
on the staffs of the Millard Fillmore, Edward j. Meyer Me- 
moria!, and Children’s hospitals; died April 8, aged 79, of 
arteriosclerotic heart disease. 


Baker, Hugh Worthington ® Vineland, N. J.; University of 
Pennsylvania Department of Medicine, Philadelphia, 1902; 
served on the staff of the Newcomb Hospital; died April 30, 
aged 77, of coronary thrombosis. 


Barkan, Elias, Brooklyn, N. Y.; Long Island College Hospital, 
Brooklyn, 1916; member of the Medical Society of the State of 
New York, American Academy of General Practice, and the 
Industrial Medical Association; died in St. John’s Long Island 
City Hospital in Long Island City Jan. 21, aged 62. 


Barr, Richard Alexander ®@ Gallatin, Tenn.; Vanderbilt Uni- 
versity School of Medicine, Nashville, 1894; professor emeritus 
of clinical surgery at his alma mater; member of the Southern 
Surgical Association; fellow of the American College of Sur- 
geons; veteran of the Spanish-American War; served overseas 
during World War I; on the staffs of Vanderbilt, Nashville 
General, and St. Thomas hospitals in Nashville; died April 4, 
aged 84, of Stokes-Adams syndrome. 


Barron, Edward Wilson ® Manning, S. C.; Medical College of 
the State of South Carolina, Charleston, 1912; specialist certi- 
fied by the American Board of Pediatrics; veteran of World 
War I; formerly practiced in Columbia, where he was on the 
staffs of the Columbia and South Carolina Baptist hospitals; 
died in the Clarendon Memorial Hospital March 14, aged 79. 


Baughman, Mary Barney © Richmond, Va.; Medical College of 
Virginia, Richmond, 1922; served on the staffs of St. Elizabeth’s 
and Stuart Circle hospitals; died March 30, aged 81. 


Baxter, Geoffrey Haslam, Berkeley, Calif.; University of Cali- 
fornia Medical School, San Francisco, 1924; veteran of World 
War I; for 23 years neuropsychiatrist for the Veterans Adminis- 
tration, retiring Aug. 18, 1953; died April 26, aged 57, of 
coronary occlusion. 


Beasley, James William ® Geneva, Ala.; Medical College of 
Alabama, Mobile, 1896; died in the Frasier-Ellis Hospital in 
Dothan April 12, aged 85, of cirrhosis of the liver. 


Bertolet, John Allan, Philadelphia; Jefferson Medical College of 
Philadelphia, 1916; specialist certified by the American Board 
of Otolaryngology; past-treasurer of the Philadelphia County 
Medical Society; served overseas during World War I; formerly 
county coroner; on the staffs of the Jefferson Medical College, 
Episcopal, and Graduate hospitals; died in the Veterans Ad- 
ministration Hospital, Coatesville, April 6, aged 66, of arterio- 
sclerotic heart disease. 


Betzer, Burl @ Stayton, Ore.; University of Oregon Medical 
School, Portland, 1931; member of the American Academy of 
General Practice; on the staff of the Santiam Memorial Hospital, 
where he died April 17, aged 50, of heart disease. 


Binney, Horace ® Milton, Mass.; Harvard Medical School, 
Boston, 1901; professor of surgery emeritus at Tufts College 
Medical School, Boston; at one time on the faculty of his alma 
mater; served during World War I; member of the American 
Surgical Association; fellow of the American College of Sur- 
geons; a trustee of the Boston Medical Library; for many years 
on the staff of the Boston City Hospital; died in Wellesley 
March 19, aged 81. 


Blakey, Abram Post @ Jersey City, N. J.; Georgetown Univer- 
sity School of Medicine, Washington, D. C., 1924; on the staff 
of Greenville Hospital; formerly associated with St. Francis 
Hospital; died March 26, aged 58, of coronary thrombosis. 


Bodman, Edward Whitney © San Marino, Calif.; Rush Medical 
College, Chicago, 1907; served during World War I; at one 
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time practiced in Chicago, where he was on the staffs of St. 
Luke’s and St. Joseph hospitals; died April 20, aged 76, of 
arteriosclerosis. 

Brabson, Carl W., Jonesboro, Tenn.; University of Tennessee 
Medical Department, Nashville, 1908; veteran of the Spanish- 
American War; on the staff of the Memorial Hospital in John- 
son City; died in the Veterans Administration Center, Mountain 
Home, April 3, aged 77, of cancer. 


Briscoe, Samuel Mason, Fort Worth, Texas; University of Texas 
School of Medicine, Galveston, 1904; died in the Harris Hos- 
pital Feb. 3, aged 72, of lobar pneumonia, arteriosclerotic heart 
disease, and arteriosclerotic kidney disease. 


Broaddus, John Oliver ® Albany, N. Y.; Wayne University 
College of Medicine, Detroit, 1943; interned at the Grace Hos- 
pital in Detroit; on the faculty of Albany Medical College; 
served during World War I; died in the Albany Hospital April 
12, aged 40. 


Brown, Ravmond Samuel ® Morris, Ill.; Rush Medical College, 
Chicago, 1905; fellow of the American College of Surgeons; 
formerly practiced in Joliet, Ill, where he was on the staffs of 
St. Joseph’s and Silver Cross hospitals; died in Newport Beach, 
Calif., April 18, aged 77, of myocardial infarction and arterio- 
sclerotic heart disease. 

Brown, Warren Graham, Osage, lowa; Rush Medical College, 
Chicago, 1893; died March 30, aged 91, of heart block. 


Buckman, Robert John ® Charlestown, Ind.; University of 
Louisville (Kvy.) School of Medicine, 1930; physician for the 
Goodyear Engineering Corporation at the Indiana Arsenal; died 
\pril 12, aged 52, of virus pneumonitis. 


Byrne, Joseph Laurence ® Bay Shore, N. Y.; Tufts College 
Medical School, Boston, 1929; member and president of the 
medical staff of Southside Hospital; died in Pompano Beach, 
Fla., April 2, aged 51, of myocardial infarction and coronary 
artery disease. 


Jeckins, Valentine Everhart © Mian.i Beach, Fla.; Emory Uni- 
versity (Ga.) School of Medicine, 1945; speciacist certified by 
‘he American Board of Internal Medicine; on the staffs of the 
Jackson Memorial Hospital in Miami, where he interned, and 
St. Francis Hospital; died in New York City March 30, aged 34, 
of cancer. 


Martin, James Hardy ® Lronton, Mo.; Beaumom Hospital Med- 
ical College, St. Louis, 1901; served during World War 1; died 
in the Veterans Administration Hospital in Poplar Bluff March 
19, aged 77, of cerebral thrombosis and thrombosis of the left 
femoral artery. 


MecAlpin, Robert Boyd, Morocco, Ind.; Medical College of Indi- 
ana, Indianapolis, 1902; died March 19, aged 86, of cerebral 
hemorrhage. 


McCollum, Isaac Newton ® Conway, Ark.; University of Louis- 
vile (Ky.) Medical Department, 1894; for many years member 
of the school board; served as chief of staff at the Conway 
Memorial Hospital; died in the Veterans Administration Hos- 
pital in Little Rock March 10, aged 89, of cerebral thrombosis 
and arteriosclerosis. 


McCommon, William Alexander ® East Palestine, Ohio; Ohio 
Medical University, Columbus, 1897; died March 30, aged 87, 
of a fractured hip received in a fall last October. 


Mitchell, Frederick Emerson, Bellevue, Ohio; Ohio State Uni- 
versity College of Medicine, Columbus, 1943; interned at the 
Mount Carmel Hospital, Columbus, where he served a_resi- 
dency; member and secretary-treasurer of the staff of the Belle- 
vue Hospital, where he died April 5, aged 38, of coronary 
disease. 

Mitchell, George Milner ® Jacksonville, Fla.; Atlanta (Ga.) 
College of Physicians and Surgeons, 1906; served during World 
War I; died in the Baptist Memorial Hospital March 30, aged 
72, of rupture of the heart, myocardial infarction, and occlusion 
of the anterior descending coronary artery. 


Mooney, James Ivan @ Rochester, N.Y.; Syracuse University 
College of Medicine, 1931; fellow of the American College of 
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Physicians; on the staff of St. Mary’s Hospital; died March 28, 
aged 50, of cancer. 


Neall, Mary Wild Paulson, Azusa, Calif.; Northwestern Uni- 
versity Woman’s Medical School, Chicago, 1896; one of the 
founders and formerly medical superintendent of the Hinsdale 
(1ll.) Sanitarium and Hospital; served as medical director of 
the Quincy (Ill) Memorial Sanitarium; died March 11, aged 
83. 


Nichols, John Alan, Miami Beach, Fla.; Vanderbilt University 
School of Medicine, Nashville, Tenn., 1948; interned at the New 
York Hospital, New York City, where he served a residency; 
awarded the Bronze Star with Oak Leaf Clusters and the Air 
medal for service in the Korean war; died March 25, aged 30, 
of a heart attack. 


Nourse, John Darlington, Cleveland; Western Reserve Univer- 
sity School of Medicine, Cleveland, 1916; member of the Ohio 
State Medical Association and the American Academy of 
Pediatrics; specialist certified by the American Board of Pediat- 
rics; on the staff of the Babies and Children’s Hospital; died 
April 6, aged 64 of cerebral thrombosis. 


Prather, Robert Clark @ Phenix City, Ala.; Medical College of 
Alabama, Mobile, 1898; past-president of the Russell County 
Medical Society; a director of the First National Bank of Co- 
lumbus; on the staff of the Homer D. Cobb Memorial Hos- 
pital, where he died April 14, aged 80, of carcinoma of the 
prostate. 


Pryor, Joseph William, Lexington, Ky.; University of Missouri 
School of Medicine, Columbia, 1876; an associate member of 
the American Medical Association; died March 17, aged 99, 
of nephritis. 


Sadler, joseph Graham, Henderson, Texas; Vanderbilt Univer- 
sity School of Medicine, Nashville, Tenn., 1897; member of the 
State Medical Association of Texas; died in the Henderson \ie- 
morial Hospital Jan. 27, aged 81, of acute congestive heart 
disease. 


Silsby, Samuel Schoppee ® Bangor, Maine; McGill Universiiy 
Faculty of Medicine, Montreal, Canada, 1926; fellow of the 
American College of Surgeons; consultant, Presque Island 
(Maine) Generat Hospital and the Bangor State Hospitai; on 
the staff of the Eastern Maine General Hospital, where he died 
Feb. 12, aged 57, of coronary occlusion. 


Terry, Roy Albert, Pasadena, Calif., Indiana University School 
of Medicine, Indianapolis, 1910; fellow of the American Col-cge 
of Surgeons; for many years practiced in Long Beach, where 
he was at one time secretary of the board of health, a founder 
and president of the Seaside Hospital, and on the stalls of Long 
Beach Community and St. Mary’s Long Beach hospitals; served 
on the state board of health; died in the Collis P. and Howard 
Huntington Memorial Hospital April 8, aged 69, of aneurysm 
of the aorta. 


Toenhart, Ottu Erich ® Milwaukee; Harvard Medical School, 
Boston, 1934; died March 31, aged 52, of a heart attack. 


Tracy, Mary E., Cincinnati; Cincinnati College of Medicine and 
Surgery, 1902; for many years district physician for the health 
department of Cincinnati; died April 22, aged 85. 

Trexier, Jacob Amos, Lehighton, Pa.; Jefferson Medical College 
of Philadelphia, 1901; an associate member of the American 
Medical Association; for many years secretary of the Carbon 
County Medical Society, which he served as president; for 30 
years Lehighton School District physician; died April 15, aged 
82. 


Turner, William J., Longview, Texas; University of Louisville 
(Ky.) Medical Department, 1910; died in the Gregg Memorial 
Hospital Feb. 23, aged 70, of pulmonary embolism. 

Turner, Virgil Alonzo, Lewisburg, Ky; University of Louisville 


(Ky.) Medical Department, 1909; died Jan. 21, aged 82, of 
nephrosclerosis and uremia. 


Workman, Howard, Hermann, Mo.; Barnes Medical College, 
St. Louis, 1909; member of the Association of American Rail- 
way Surgeons; on the staff of St. Francis Hospital in Washing- 
ton; died in Barnes Hospital, St. Louis, March 29, aged 75, of 
bronchogenic carcinoma. 
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AUSTRIA 


Effect of Acetazolamide in Diseases of the Brain.—At the 
meeting of the Society of Physicians in Vienna on May 11, Drs. 
K. Pateisky and H. Petsche stated that acetazolamide exerts a 
favorable effect on neurological syndromes with cerebral edema 
as a dangerous complication, as, for example, on status epilep- 
ticus, expanding tumors inside the cranium, and encephalitis. 
It also reduces the frequency and the severity of certain epileptic 
attacks. Elect phic examinations of 34 patients 
with various forms of epilepsy, status epilepticus, tumors, and 
encephalitis showed that acetazolamide stabilizes the cerebral 
waves. The delta waves are diminished and the basal alpha 
rhythm in hyperventilation is inhibited by acetazolamide. This 
effect of the drug justifies its use for the treatment of those 
types of epilepsy in which paroxysmal signs are predominant in 
the electroencephalogram. 


Changes in Blood Pressure in Ophthalmic Operations.—At the 
same meeting, Dr. G. Guist stated that 67% o: the patients 
operated on at the ophthalmologic clinic have been over 50 
years old and therefore at an age at which vascular diseases 
and hypertension are common. An additional increase in blood 
pressure is associated with operations on the eyes and is due to 
apprehension. Occasionally during operation the blood pressure 
may increase 80 mm. Hg above its initial level. The risk of 
hemorrhage in these patients should, therefore, not be under- 
estimated. At the clinic the agents that heretofore have been 
used to decrease anxiety and lower the blood pressure proved 
inadequate, but the lytic cocktail in effective doses was. satis- 
factory. One and a half hours before the operation, an intra- 
muscular injection of one-half of the cocktail is given and 10 to 
12 minutes before the operation an additional dose is given 
intramuscularly, or promethazine combined with meperidine 
greatly diluted in isotonic sodium chloride solution is given 
intravenously, until the patient’s consciousness is greatly reduced. 
At the same time local anesthesia is produced in the usual way. 

The following complications occurred in 141 patients who 
received this preoperative treatment: Removal of inhibitions 
associated with talkativeness and restlessness occurred in four 
patients who were treated with small doses of pentobarbital. In 
two patients the blood pressure was lowered to 80 mm. Hg, so 
that drip infusion of levarterenol became necessary. Pulmonary 
infarction occurred in a patient with severe varicose veins and 
repeated thromboses in the legs, and bronchopneumonia occurred 
in one patient. Because of the occurrence of pulmonary embolism 
after ophthalmic operations, the coagulation factors were studied 
in patients who received preoperative treatment with the lytic 
cocktail and in those who were not treated preoperatively. In 
the course of the operation, prothrombin time by the Quick 
test was reduced on the average by 30% in the unprepared 
patients and by 16% in those who received preoperative treat- 
ment. The action of the prothrombin was the same in both 
treated and untreated patients; it decreased until the start or 
the end of the operation, and then it increased. Factor 5 had a 
slight tendency to rise in both groups, and occasionally it rose 
up to 75% in some of the prepared patients. In all patients up 
to the end of the operation, factor 7 showed a tendency first to 
fall and then to rise. Recalcification time and antithrombin 
time were normal in all patients. The number of eosinophils in- 
creased in the unprepared patients until operation was started 
and then there was a pronounced drop. In the patients who 
received preoperative treatment, the number of eosinophils 
started to drop from the time of the intramuscular injection of 


The items in these letters are contributed by regular correspondents in 
the various foreign countries. 


the cocktail. The number of thromboceytes increased somewhat, 
and in extreme cases up to 90%. These changes in the blood 
caused no significant complications. The thromboses that were 
observed in the legs of 2 patients on the day after admission and 
the cases of pulmonary embolism seen in 21 of 4,276 patients 
over 55 years of age and that occurred several days after the 
operation might have some as vet unknown relationship with 
the patient’s excitement before and during the course of the 
operation. 


Pulmonary Abscesses in Children.—At the meeting of - Society 
of Austrian Physicians in on Apri, Dr. G. Salzer 
reported that the only two causes of pulmonary abscesses in 
chiidhood are hematogenous infection and the aspiration of 
foreign matter. About 70% of the latter occur after tonsillectomy. 
This fact is not well known and therefore these abscesses may 
be treated for prolonged periods as tuberculous lesions. If the 
correct: diagnosis is not made until several months have elapsed, 
a cure can no longer be obtained with conservative methods and 
a resection must be performed. If the possibility of aspiration 
after tonsillectomy is considered early—and the tonsillectomy 
mught have been done several weeks before the appearance of 
the first pulmonary symptoms—a cure may be obtained by giving 
large doses of a broad-spectrum antibiotic. 


Photogenic Epilepsy.—At the same meeting, Dr. J. Ganglberger 
and Dr. B. Cvetko stated that the term “photogenic epilepsy” 
was originally thought of as electroencephalographic, but at 
present it describes a clinical type that belongs to the genuine 
reflex epilepsies, in which various effects of light, particularly 
those elicited promptly by rapid changes in brightness, are 
factors. An attack may be produced by driving along a picket 
fence when the sun is low, reflected suniight on snow or water, 
a mere change from shadow to sun.ight, and particularly by 
watching motion pictures. Clinicaily predominant are my- 
oclonus, temporary loss of consciousness, petit mal, and grand 
mal. Of the speakers’ 75 patients, 50 were women. Treatment 
with the following drugs is recommended: diphenylhydantoin 
sodium or mephobarbital (Prominal) combined with 3-ethyl- 
5,5-dimethyloxazolidine-2,4-dione (Petidion), and _ particularly 
phenylchloroacetylurea (Comitiadon ) because of its low toxicity. 
Protection against stimuli from outside by wearing large sun 
glasses is also recommended. 


The Doctor and the Parrot.—Several newspapers in Vienna 
‘arried an interesting item on the operetta “Wiener Blut,” 
which has been having a popular run in the Volksoper. One 
of the stage props is a parrot, which is rented each evening 
from an animal trainer, who receives $1.35 for each perform- 
ance. In comparison, an actress who appears as a mute receives 
62 cents tor each performance. Someone, however, observed 
with consternation and surprise that the physician, the most 
important, highly trained, and experienced professional person 
behind the scenes, who, by law, is required to attend each 
performance, receives only 59 cents. He must arrive one hour 
before the beginning of each performance and cannot leave 
until every member of the cast and theater personnel, includ- 
ing the cloakroom operators, have departed. It has been sug- 
gested that perhaps the attending physician would do better 
if he could “make like a parrot,” or even a mute. 


Tuberculosis Among Physicians.—Tuberculosis is far more 
prevalent among physicians than in any other professional 
group. In the past three years all physicians who were ac- 
cepted for residencies in hospitals controlled by the city of 
Vienna were examined, with the result that an advanced state 
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of tuberculosis was found in 17 of the total number (241). 
In the group of 179 who were under 30 years of age, 13 ad- 
vanced cases were discovered. This proportion is far above 
the average for Austria. General practitioners are most reluc- 
tant to submit to medical examination and treatment. Due to 
the intense feeling that the physicians have against socialized 
medicine, the profession as such will not accept medical in- 
surance for their group. The official Chamber of Physicians 
have greatly resented the inroads of socialized medicine in 
Austria and consequently the physicians, in contrast to all 
other citizens, do not have medical insurance of any kind 
other than the professional courtesy extended by one physician 
to another. 


FRANCE 


Paralysis Agitans.—At a meeting of the Medical Society of 
Paris Hospitals on Feb. 17, M. A. Rouquier stated that there is 
no real cure for paralysis agitans because of the degenerative 
lesions in the corpus striatum and the cerebral peduncle. Since 
the early lesions in the young are prefrontal, it is necessary to 
suppress the focus of prefrontal encephalitis before the process 
becomes chronic and irreversible. One of the author’s patients 
had been given electroconvulsive therapy without benefit; then 
a bilateral resection of the prefrontal areas was performed. After 
the operation there was a period of agitation, irritability, and 
impulsiveness, which was controlled after three months’ sleep 
induced by chlorpromazine and Phenergan. Most of the patient’s 
former manifestations disappeared, and he was able to resume 
his work as a farmer. In another patient a Parkinsonian con- 
traction of the forearm disappeared after a prefrontal topectomy. 
Four years after the operation, the patient’s handwriting and 
ability to work were normal. 


Treatment of Emaciation with Reserpine.—At the same meet- 
ing, J. Durlach said that he gave 10 patients with constitutional 
emaciation 0.75 mg. of reserpine three times a day and obtained 
good results in 9. He believes that the drug acts on the dien- 
cephalon by decreasing nervous tension responsible for the 
emaciation. 


Histotherapy in Arteritis Obliterans.—In the Annales d’histo- 
thérapie (no. 25, 1956), L. Gosse reported that he treated 57 
patients with arteritis obliterans who were 50 to 85 years old 
with subcutaneous inclusions, microimplantations, and _intra- 
muscular injections of amnion and with use of placental extracts. 
Amputations were required in only five of these patients. 
Definite improvement was observed in 19 patients and an arrest 
of the progress of the disease in 27. These figures are an im- 
provement over results obtained with older methods of treat- 
ment, 


Complications of Anticoagulant Treatments.—B t and 
Parrit in Le Sang (no. 7, 1955) reported a series of 1,500 
patients treated with anticoagulants. Complications occurred in 
99. Hemorrhages were localized in one point in any given 
case—most frequently the kidneys or intestines. The most 
serious are those of the brain or meninges. In 50 patients some 
hemorrhages occurred without any serious disorder of coagu- 
lation. Most patients taking anticoagulants react like hemo- 
philiacs. 


Hyper and Hypofolliculinic Psychosis.—H. Baruck in Semaine 
des hépitaux (32:323, 1956) said that hyperfolliculinemia 
is frequently associated with ideas of persecution and eroto- 
mania. Feelings of guilt may give way to hatred and 
aggressiveness. Experiments on female cats show that the 
hyperfollicuhnemia provokes eroticism, then aggressiveness. 
Later the animals become obese and listless. The author gives 
corpus luteum rather than androgens. The hypofolliculinic psy- 
choses often assume the aspect of a breakdown with cenestho- 
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pathia, in which the patient feels that she has lost consciousness 
of her body and considers it as dead. She feels powerless and 
desperate. Some disorders of capillary irrigation are produced 
by an estrogenic deficiency. In these patients the oscillometric 
index is decreased. The author treats these patients with estro- 
gens, but only after an estrogenic deficit has been demonstrated. 
Psychotherapy is necessary for both these diseases. 


Deafness Treated by Heparin.—in Presse médicale (Jan. 7) R. 
Mayoux and his co-workers report a series of 100 patients who 
were hospitalized and who were given 250 to 300 mg. of 
heparin per day for eight days. Of 95 who were deaf, improve- 
ment was noted in 52; of 61 who had ringing in the ears, 46 
were either improved or cured (in one of these the ringing 
had lasted 40 years); and of 32 who had vertigo, 15 were 
cured and 7 greatly improved. The results were not sc good in 
the patients with irreversible structural changes due to ar- 
teriosclerosis or to altered capillary permeability. 


INDIA 


Use of Chlorpromazine in Hypnosis.—M. L. Gujral and his co- 
workers investigated the effect of use of chlorpromazine on the 
depth of hypnosis produced by phenobarbital and 2-ethyl-3- 
orthototyl-4 (3-H )-quinazolinone (QZ-2), a new hypnotic drug 
(Journal of the Indian Medical Profession, May, 1956). Different 
drugs or combinations of drugs were introduced into the stom- 
achs of rats. The hypnotic effect of the drug was judged on the 
basis of the loss of righting reflex. Chlorpromazine when used 
alone had no appreciable hypnotic activity. Doses that produced 
loss of righting reflex also caused a number of deaths. Chlorpro- 
mazine was then combined in much smaller doses with pheno- 
barbital and with QZ-2. The doses of the latter two drugs 
required to produce loss of righting reflex were also reduced 
when given in combination with chlorpromazine. Chlorproma- 
zine thus enhances the hypnotic effect of phenobarbital and 
QZ-2. 


Autovaccine for Intestinal Diseases.—D. C. Lahiri and his co- 
workers report that they treated 52 patients with chronic intes- 
tinal disorder of unknown etiology with autovaccines prepared 
from organisms grown in selective pathogen culture mediums 
(Journal of the Indian Medical Association, May 1, 1956). Man- 
agement of chronic intestinal disease is difficult in the tropics. 
The Endameba histolytica, a few other protozoa, and the dysen- 
tery bacilli are known to be the chief causes of these disorders. 
In some patients, however, none of these pathogens can be iso- 
lated. Study of the bacterial flora prevailing in the intestines in 
these patients revealed it to be so heterogeneous that none of the 
organisms found could be definitely said to be the cause of the 
condition. None of the authors’ patients were permitted to take 
any amebicidal or bactericidal drug during the treatment. The 
immediate result was excellent in 38; good in 9; fair in 4; and 
poor in one. Further follow-up revealed that 21 patients main- 
tained the improvement for at least one year, 12 had relapses 
after six months, 5 after two months, and the rest of the patients 
could not be located. 


Heredity and Cirrhosis of the Liver in Infancy.—J. Srivastava 
found a family history of cirrhosis of the liver in infancy in 19 
of 50 patients with this disease (Indian J. M. Sc. 10:191, 1956). 
The disease is three or four times as common in boys as in girls. 
There appears to be no set pattern of affection as regards the sex 
of the affected infants or occurrence of the disease in their sib- 
lings. The author has suggested the possibility of recessive in- 
heritance as one of the causative factors. The excess in boys may 
be due to sex-linked inheritance. 


National Cancer Research Center.—The foundation stone of the 
National Cancer Research Center was laid at New Delhi on May 
4 by the Union Finance Minister, who called for the widest 
dissemination of knowledge about the prevention and early treat- 
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ment of cancer. He said that general practitioners must be kept 
posted with the basic facts not only about cancer but also about 
the latest advances ir the knowledge of the disease, so that even 
if they do not diagnose the condition at least they will suspect 
it early enough for curative treatment to be given. The public 
must also be taught the early warning signs. Arrangements must 
also be made to make available to the country as many specialists 
in this field as possible, so that, where the disease is suspected, 
there will be someone available who can advise further. The 
center will be attached to the All-India Medical Institute and 
will serve as a nucleus for research as well as treatment of cancer. 
It will have 50 beds and should be completed by the end of 
this year. 


Isolation of Coxsackie Viruses.—Preliminary studies on the se- 
rums from normal human beings of various ages in Bombay 
showed the presence of neutralizing antibodies in the serums for 
at least four of the known immunologic types of Coxsackie vi- 
ruses, indicating the endemicity of this infection in Bombay, 
according to Banker and Phatak (Journal of Postgraduate Medi- 
cine, April, 1956). Strains of this group of viruses can frequently 
be recovered from the feces of patients suffering from paralytic 
and nonparalytic poliomyelitis. Such strains have also been re- 
sponsible for aseptic meningitis, epidemic pleurodynia, pappataci 
fever, herpangina, and encephalitis. They differ immunologically 
from poliomyelitis viruses and do not cause distinctive signs or 
lesions of poliomyelitis when injected into monkeys. The epi- 
demiological observations suggest that the infection is most 
common in young children and during the late summer months. 
Widespread immunization of the population accounts for the age 
distribution. These viruses have been found in the feces and 
throat swabs of normal people as well as patients suffering from 
many kinds of illness. Throat swabs and fecal samples for three 
consecutive days and two-phase blood samples at an interval of 
about three weeks were collected from patients with poliomyeli- 
tis, pleurodynia, ascending myelitis, and encephalitis. Of 112 
patients studied, Coxsackie virus was found in the feces of 21 
patients with poliomyelitis, one with ascending myelitis, one 
with pleurodynia, and two with encephalitis. The virus strains 
were isolated by inoculating newborn albino mice with processed 
fecal samples. From the histopathological standpoint, 23 of the 
25 strains were found to belong to Dalldorf’s group A. Cross 
neutralization tests using hyperimmune serums prepared in adult 
mice revealed at least six antigenically distinct types among the 
locally isolated strains. Intracerebral inoculation of monkeys 
with 35 of these fecal samples revealed the presence of poliomye- 
litis virus in seven. In two of these samples, the simultaneous 
presence of Coxsackie virus was found by inoculation of newborn 
mice. The large number of isolations of Coxsackie virus from 
children suffering from poliomyelitis provides evidence for wide 
local distribution, close epidemiological relationship, and identi- 
cal seasonal occurrence of these two groups of viruses. 


Local Anesthetics.—Arora and Sharma investigated the local 
anesthetic action of a large series of recently synthesized com- 
pounds to find an improved local anesthetic (Indian J. M. Sc. 
10:197, 1956). They compared the local anesthetic, inflamma- 
tory, and toxic activity of 8-pyrrolidinoethyl p-n-propoxybenz- 
oate ( Pyrrolocaine ) hydrochloride and di-( o0-methoxyphenyliso- 
propyl )amine lactate (U-0045) with that of cocaine and procaine 
hydrochloride. They found that as a surface anesthetic, when 
compared to cocaine, Pyrrolocaine had a relative rating lower 
than one, but U-0045 was 14 times more potent from the stand- 
point of intensity and 20 times more potent in duration of anes- 
thesia. As an infiltration anesthetic, Pyrrolocaine showed 2.5 and 
10 times greater potency as compared to procaine regarding 
intensity and duration of anesthesia. The corresponding figures 
for U-0045 were 5.8 and 12.8. As a spinal anesthetic the two 
compounds showed anesthetic indexes of 2.3 and 2.5, respec- 
tively, using that of procaine as L. 
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NETHERLANDS 


Pension for All Citizens.—Beginning Jan. 1, 1957, a law will 
become active in the Netherlands whereby a national pension 
will be paid to all Dutch citizens 65 years of age and older. 
Married couples will receive about $1,000 and single persons 
about $600 per year. Every citizen will pay a premium for this 
pension payable at the same time as his taxes and equal to about 
7% of his yearly income, but not more than $315 per year. In 
view of the amount payable, this national pension cannot be 
considered as a complete coverage for old age. Currently existing 
pensions may be reduced by a maximum of 80% of the national 
pension. This will in any event constitute an annual increase in 
total pensions of about $200 for couples and about $120 for 
single persons. Because of the increasing proportion of persons 
over 65 years old in the population, it has been estimated that 
by Jan. 1, 1957, this pension will be paid to 712,000 persons, 
or about 6% of the total Dutch population. 


Dutch Physicians to Practice in South Africa.—Several years ago 
an agreement was signed by the governments of the Union of 
South Africa and the Netherlands by which a limited number 
of Dutch physicians were to be admitted to the practice of medi- 
cine in South Africa. For 1956 this number is 12. To be eligible 
for registration, an applicant must submit a certificate supplied 
by the Minister of Social Affairs and Public Health, in which he 
states that the Netherlands has no objections to his appointment. 
The final decision remains in the hands of the medical council in 
South Africa. Such a physician must have studied for at least 
five years before his licensing examination, of which the last 
three must have been at a university in the Netherlands, and 
he must have spent at least one year as practicing physician 
in a hospital. 


Traffic Accidents.—The Statistical Bulletin of the Central Bureau 
of Statistics (April 27) states that in the Netherlands in 1955 
there were 34,959 traffic accidents on the public highways, of 
which 1,488 were fatal; 19,125 persons were seriously and 14,346 
slightly injured. In an additional 82,912 accidents, there was only 
material damage. These figures are 10 to 20% higher than those 
of 1954. The greatest proportionate increase in accidents was in 
smaller towns. The larges: number of victims were cyclists 
(10,631), of whom 370 were killed. 


Lung Cancer in Dogs.—The increase in lung cancer in man is 
paralleled by an increase of lung cancer in dogs according to Ten 
Thije and Ressang ( Nederl. Tijdschr. geneesk. 100:1207, 1956). 
From 1924 to 1954, autopsies were performed on 9,781 dogs, 
and, of the 22 cases of lung cancer observed, 16 were found in 
the last four years. There appeared to be no increase in recent 
years in the average length of life of the dogs studied. The lung 
tumors of the dogs are usually large. It is therefore unlikely that 
the increase in lung cancer observed is the result of the greater 
attention paid to this form of carcinoma. The epidermoid type 
of lung carcinoma often encountered in men rarely appears in 
dogs. In these animals, most cases are cylindrical carcinoma. 


PERU 


Mammary Cancer.—In a report on recent advances in the 
surgical management of malignant tumors, Dr. Eduardo 
Caceres Graziani (Revista del viernes médico, vol. 6, no. 2, 
1955) points out that, although in the performance of radical 
mastectomy little or no importance is currently given to wide 
excision of the skin and sufficient dissection of the skin flaps to 
assure a total extirpation of all mammary tissue, both measures 
are sedulously practiced at the National Institute of Neoplastic 
Diseases and at least 4 fingerbreadths of skin surrounding the 
tumor are excised, no matter how much skin must be removed, 
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because the defect can always be repaired by means of skin 
grafts. Furthermore, despite the fact that excision of the 
axillary vein has been criticized, due mainly to the baseless 
fear of producing secondary edema in the arm, this procedure 
has been carried out in 16 radical mastectomies without causing 
any complications. Since September, 1954, block resection of 
the internal mammary lymph node chain has been performed 
as part of every radical mastectomy. In one patient with an 
ulcerated cancer of the right breast, which recurred with 
multiple generalized metastases after roentgenotherapy and 
castration by means of x-rays, a hypophysectomy was performed. 
Thirteen months after the operation the patient looked well, 
the lesion had subsided, the pain had disappeared completely, 
and the arm had regained its motion and usefulness. Postoper- 
atively the patient had only transitory diabetes insipidus. 


Peritoneal Echinococcosis.—_In the same issue of the Revista 
del viernes médico, Dr. Victor Maccagno Ferrero reports 10 
cases of peritoneal echinococcosis secondary to rupture of a 
hepatic hydatid cyst. Most of the patients were young women 
and three were children between 6 and 12 years old. Ali of them 
came from highly endemic areas. None of them noticed symp- 
toms when rupture of the cyst occurred. Blood cell counts showed 
anemia in seven, eosinophilia in two, and a positive Casoni reac- 
tion in all. Radiographic study of the thorax disclosed a total or 
partial diaphragmatic elevation in seven of the patients, whereas 
roentgenograms of the abdomen showed no diagnostic signs ex- 
cept for calcified cysts in some patients. At operation two patients 
were found to have the nodular or pseudotuberculous form of the 
disease. The cysts were variouly located in the peritoneal 
cavity, the great omentum being the structure most frequently 
involved, In some patients the extension of the lesions necessi- 
tated radical operation, but no operative death occurred. Long- 
term follow-up revealed residual abdominal cysts in two of the 
patients. 


Medical Treatment of Tuberculosis.—In Revista médica del 
Hospital obrero (vol. 4, no. 4, 1955), Dr. Leopoldo Molinari 
Balbuena reports on the results in 431 patients with pulmonary 
tuberculosis who were treated medically. In this series, 322 
patients were ambulatory and 109 were hospitalized. Each 
patient was given one of the following regimens: streptomycin 
and isoniazid, streptomycin and aminosalicylic acid, or a com- 
bination of the three drugs. In ambulatory patients with incip- 
ient lesions (69), the highest rate of favorable radiological 
responses was obtained in the group treated with the strepto- 
mycin-isoniazid combination (79%) and the highest rate of 
clinical and bacteriological responses was observed in the 
group treated with the isoniazi inosalicylic acid combi- 
nation (100%). On the other hand, in hospitalized patients (16) 
with the same type of lesions, the percentage of radiological, 
clinical, and bacteriological improvement was 100% for all 
the groups. In ambulatory patients with mildly advanced 
lesions (162), the greatest radiological improvement was 
observed in the group treated with the streptomycin-isoniazid 
combination (90%), but the group treated with the isoniazid- 
aminosalicylic acid combination showed a comparable rate of 
favorable responses (88%), and the greatest clinical improve- 
ment was observed in the group treated with the aminosalicylic 
acid-isoniazid combination (100%). In hospitalized patients 
with the same type of lesions (39), however, the percentage of 
clinical, as well as radiological, improvements was equal in all 
groups (about 93.5% for radiological and 92.5% for clinical 
improvement ). 

In the ambulatory patients with far-advanced lesions (91), 
the best results were obtained in the group treated with the 


cin licylic acid combination (82% 


showed ie st and 85% clinical improvement), The same 
applied to hospitalized patients with the same type of lesions 


J.A.M.A., July 21, 1956 


(54). With this combination, 80% showed radiological and 82% 
clinical improvement. The i lic acid combina- 
tion was the next most effective; with it 76% of the patients 
showed radiological and 78% clinical improvement. The author 
concluded that these three powerful drugs should be employed 
by the specialist in order to produce the best results and to 
prevent the development of drug-resistant organisms, 


SWEDEN 


Epidemic Hepatitis from Oysters.—An outbreak of hepatitis 
in Sweden last November and December was quickly traced to 
a seaside village supplying oysters to Stockholm, Géteborg, and 
other towns. The sensational coverage of this outbreak by the 
lay press led to a wholesale boycott of oysters, and it was some 
time before the medical press gave a sober account of what had 
happened. Three articles in a recent number of the organ of the 
Swedish Medical Association have now yielded much factual in- 
formation on this score. There were 629 primary and 62 secon- 
dary cases, and about 33% of the patients were from the profes- 
sional classes, with about 20 physicians on the sick list. In the 
offending village a workman employed in the oyster industry 
was found to have had hepatitis, and the same village probably 
harbored other patients with a subclinical form of this disease. 
Several patients had eaten only one or two oysters. An analysis 
of four parties at which oysters had been served showed that 
10 of 34 persons who had eaten oysters had become ill, whereas 
among the 15 guests who had not eaten any oysters there was not 
one case of hepatitis. This outbreak provided an accurate esti- 
mate of the incubation period and other facts. In the many cases 
in which the patients had eaten oysters on only one occasion, 
it was possible to fix the incubation period at 21 to 32 days. 
The onset of the disease was often so acute that there could be 
no doubt as to the day of onset. The interval between infection 
and the appearance of jaundice ranged from 27 to 41 days. The 
clinical findings were remarkably uniform, with shivering, hyper- 
pyrexia, and general malaise suggestive of influenza. In some 
patients abdominal pain was so severe that they were admitted 
to the surgical wards. The public health authorities confiscated 
infected oysters but were not prepared to undertake the costly 
measures adopted in the United States and England by the pro- 
vision of special plants for their disinfection. Sweden can best 
prevent the recurrence of similar outbreaks by selecting sites for 
oyster storage with a water supply of a high degree of purity. 
This seems to be the first outbreak on record in which oysters 
have been shown to transmit epidemic hepatitis. 


Is Alcoholism a Disease?—The national health insurance scheme, 
which came into force at the beginning of 1956, failed to place 
alcoholism on the same footing as other better understood dis- 
eases. The situation in this respect is clearer in Norway, where 
a law that came into force in October, 1953, provides medical 
care of alcoholics who are beneficiaries of national health in- 
surance, An appeal is now being made to the Swedish parliament 
to bring the provisions of national health insurance in Sweden 
into line with the modern conception of alcoholism as a disease. 
At present, Swedish physicians can secure medical treatment for 
their alcoholic patients by a certain obliquity of nomenclature 
with regard to diagnosis. Their task in this respect would be 
much eased if they were free to call a spade a spade. Regardless 
of whether alcoholism is inherited or acquired, it may be just as 
deserving of free medical treatment as many other diseases ac- 
quired as the result of an unhealthy and unnatural mode of life. 
It is hoped that, in addition to the free institutional treatment 
already available for certain alcoholics, financial provision may 
be made under the national health insurance scheme for their 
families. 


, , 
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Research on Alcoholism.—The decision taken by the Swedish 
government in 1954 to establish a special clinic for alcoholism 
with a professor in charge of research in this field led to the 
creation of a committee of experts whose recommendations have 
now been published. The patients to be treated in the new clinic 
should be specially suitable for purposes of research and teach- 
ing. Were they to be chiefly psychopaths and criminals, the 
clinic would encounter disciplinary difficulties and would be 
hampered in its primary objectives; hence the recommendation 
that the head of the clinic should be as free to pick and choose 
his patients as the heads of state hospitals with educational re- 
sponsibilities. The ideal patients would be those who suffered 
from minor alcoholic disorders and were themselves willing to 
undergo treatment. Such a selection of patients would assure a 
prospect of comparatively good results and would also shorten 
the duration of treatment. It is also recommended that the num- 
ber of beds in the clinic be kept under 60 so as to avoid the 
institutional atmosphere of a larger hospital. The average dura- 
tion of treatment should be two to four weeks and provision 
should be made for outpatient as well as inpatient treatment, 
with the same physician responsible for both, so as to insure con- 
tinuity of personal contacts. In view of the importance of the 
clinic as a research center, it should be attached to a medical 
school. 


UNITED KINGDOM 
Use of Stored Blood.—Blood collected by the National Blood 


Transfusion Service is usually rejected after three weeks’ storage 
at 4 C as unfit for transfusion. Dr. T, Prankerd claims that the 
addition of guanosine to stored blood enables it to be used 
after eight weeks (Lancet 1:469, 1956). Adenosine improves 
the survival time of stored human blood, but, as this compound 
is toxic when injected, a related compound, guanosine, was 
tried. Blood collected in standard acid-citrate-dextrose pre- 
servative was used after it had been discarded by the blood 
bank. Five micromols of guanosine was added to each milli- 
liter of stored blood. The survival time of the blood was esti- 
mated by adding 30 ue of NasCr"O, to 10 ml. of revived 
blood and allowing it to stand for an hour. The blood was 
then centrifuged for 10 minutes at 500 g, and the supernatant 
plasma was removed. The remaining cells were washed with 
saline solution and recentrifuged; the supernatant fluid was 
again removed and the cells suspended in saline solution and 
injected into a healthy recipient. Samples of blood were taken 
at intervals and the radioactivity estimated with a scintillation 
counter. The survival of cells was computed by standard meth- 
ods, taking the 10-minute sample as the 100% value. Survival 
time was markedly increased. In a final experiment, a pint of 
six-week-old blood restored with guanosine was given to a re- 
cipient in whom pulse rates, blood pressures, temperatures, 
electrocardiographic findings, and levels of hemoglobin, blood 
urea, serum bilirubin, and urinary urobilinogen were frequently 
recorded. No toxic effects were recorded. The mechanism of 
the revival of the blood is probably metabolic and related to 
the increase in the intracellular content of adenosine triphos- 
phate. Guanosine is easily converted into adenosine in the body. 


Addiction to Denatured Alcohol.—MacDougall and MacAulay 
state that a number of alcohol addicts treated at the Addiction 
Unit drink methylated alcohol, which is ethyl alcohol dena- 
tured with 4% methyl alcohol (Lancet 1:498, 1956). In the 
first half of 1955, 134 addicts were treated and, of these, 22 
were drinkers of methylated alcohol. Many of them had learned 
how to recover methylated alcohol from various commercial 
products, such as shoe polish, shellac, paint, and brass polish. 
Two of the patients consumed embalming alcohol. All the pa- 
tients were alcoholics who drank methylated alcohol for eco- 
nomic reasons. Their addiction was always to denatured ethyl 
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alcohol, never to methyl, propyl, or the higher alcohols. Addic- 
tion to methylated alcohol is not as dangerous as is usually 
thought. The authors have never found in their patients the 
specific lesions of poisoning, such as optic neuritis or atrophy, 
that are associated with methyl alcohol poisoning. This is 
attributed to the low percentage of methyl alcohol, less than 
4%, in methylated alcohol and to the fact that addicts dilute 
it because of the repulsive taste. For treatment, the general 
principles of detoxication, sedation, and rest are observed, as 
in treating ordinary alcoholic addiction. Preparations of vitamin 
B complex, vitamin C, and potassium bromide are given twice 
daily. Depletion of sodium chloride from tissue fluids is be- 
lieved to be the chief factor causing alcoholic craving, and the 
bromide replaces the sodium chloride, as well as acting as a 
sedative. Disulfiram is unsafe because it may liberate formic 
acid in the blood. Individual psychotherapy and group therapy, 
provided by members of Alcoholics Anonymous, together with 
hospital routine, are the most valuable part of treatment. Most 
of those addicted to methylated alcohol are poor, shabby, and 
depressed and have few social contacts. 


Allergy to Molds.—Hyde and his co-workers have established 
that certain kinds of mold spores occur in quantity in the 
atmosphere of Britain, especially in the summer, and _ that 
many cases of summer asthma are due to sensitivity to certain 
spores, especially those of Cladosporium (Brit. M. J. 1:886, 
1956). In samples of outdoor air, spores of Cladosporium were 
present in 37.8%, Pullularia in 10.4%, Penicillium in 9.1%, Epi- 
ococcum in 3.4%, Phoma in 3%, Aspergillus in 2.9%, Botrytis 
in 2.7%, Oospora in 2.6%, Sporotrichum in 2.1%, Alternaria in 
1%, and Candida in 1.6%. Seasonal variation was more or less 
marked in most of these genera. A “mold calendar” based on 
three years’ observations was drawn up. Routine skin tests 
were done with extracts from the principal air-borne mold 
spores. Patients were regarded as clinically sensitive to a spe- 
cific spore if asthma was confined to, or exacerbated during, 
that part of the summer in which the mold spores concerned 
were known to be abundant, if the skin test repeatedly gave a 
positive result, and if other known factors did not appear to 
be playing a part. Of 627 patients skin-tested, 8.3% were 
sensitive to Cladosporium (C. herbarum and C. macrocarpum ) 
and 2% to Alternaria. In only about 5% of all asthmatics tested 
were mold spores definitely incriminated as the cause of attacks, 
although in a larger number of cases it was considered that 
they might have been contributory. Preseasonal desensitization 
was of value in the treatment of asthmatics known to be allergic 
to specific molds. These conclusions apply only to mold spores 
of outdoor air. The meld flora of patients’ houses was not 
studied. These molds may indirectly be of great importance 
as allergens, as Dr. R. Davies of St. Thomas’ Hospital, London, 
has found that in an atmosphere of sufficiently high humidity 
mold spores will actively multiply on and break down some of 
the components of house dust. 


Tetanus from Shoe Nails.—An 8-year-old boy died from pneu- 
monia as a complication of tetanus, which was caused by nails 
protruding in a football shoe. The boy had complained to his 
mother that nails had come through his shoes and hurt his 
toes while he was playing football. There were marks on the 
toes, which were bathed and bandaged. Nine days later he 
complained of a chill. The next morning his back was rigid, 
and the family physician sent him to the hospital, where tetanus 
was diagnosed. As the boy was known to be sensitive to serum, 
he was desensitized before being given antitetanus serum but 
died three days later. 


Doctors Strike in Malta.—The Medical Officers’ Union of Malta, 
which acts for all physicians of that island, has presented to 
the government the mass resignation of all medical officers 
employed by it. A dispute between the Malta government 
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and the island’s physicians began last year when the govern- 
ment announced that in the future the medical service of the 
island of Gozo would be staffed by full-time, salaried medical 
officers without the right of private practice. This and the 
Minister of Health’s statement that the government did not 
intend to advertise any further medical posts in Malta carry- 
ing the right to private practice suggested that events in Gozo 
foreshadowed the government’s plans for the whole of Malta. 
The Medical Officers’ Union therefore decided to boycott the 
Gozo scheme, because this appeared to be the forerunner of a 
nationalized medical service in Malta without consultation of 
the profession. As the union is affiliated with the British Medi- 
cal Association, all advertisements in the British Medical Jour- 
nal for government positions in Malta were refused. The 
chairman of the council of the British Medical Association 
wrote to the Prime Minister of Malta, suggesting that a solu- 
tion to the problem might be found by an inquiry by an 
independent commission or that someone with the requisite 
knowledge and experience acceptable to both parties be in- 
vited to Malta to advise on the situation. The British Medical 
Guild has been asked to make funds available to assist the 
physicians of Malta if negotiations fail to achieve a settlement. 


Malta Physicians’ Strike Settled.—A settlement of the dispute 
between the Malta government and the Medical Officers’ Union 
was reached on April 24, nine days after all physicians in gov- 
ernment employ had resigned trom the service. They will be 
reinstated by the government under the same conditions as 
previously. A commission, composed of United Kingdom mem- 
bers and consisting of a legal chairman and two members 
nominated by the Royal College of Physicians and Surgeons, 
will be appointed to undertake a comprehensive review of the 
medical service and to submit recommendations for its future 
organization and the terms and conditions of employment. The 
Malta government will take no disciplinary measures against 
physicians for expressing political views while not on duty, but 
no political activities will be permitted during office hours. As 
a token of good will the government has agreed to reinstate 
five physicians who were dismissed. The Medical Officers’ 
Union succeeded in getting all that it asked for. 


Pipradroi Hydrochloride.—An extensive clinical trial of pipradrol 
hydrochloride was reported by Begg and Reid in British Medi- 
cal Journal (1:946, 1956). The drug was given to over 200 
psychiatric patients and 24 normal subjects. A dose of 3 mg. 
daily given to the latter produced an insidious elevation of 
mood, with heightened confidence, greater ability to concentrate, 
and an increased work output. The elevation of mood reached 
a detectable level after 40 minutes and persisted for 12 to 14 
hours afterwards. Most patients were given 2.5 mg. three 
times daily. Those patients with reactive depression uncompli- 
cated by anxiety, hysteria, or obsessional traits responded best 
to treatment with the drug. When obsessional features were 
present the drug aggravated rather than relieved the condition, 
producing increased tension and an obsessive tendency to 
ruminate. Anxiety was often increased by the drug and this 
tended to limit its usefulness. Few patients complained of the 
interference with sleep so characteristic of amphetamine. In 
those who had reactive depressions with hysterical features, 
only 50% were helped. Patients with endogenous depression 
were not helped as much by pipradrol as were the reactive 
depressives. In another series of 65 patients, most of whom 
were suffering from severe depression, often of an endogenous 
and involutional type that necessitated the patients’ attending 
an electroconvulsive treatment clinic, only 14 obtained any last- 
ing benefit. Many of these patients became worse during 
treatment. Begg and Reid confirm the view of American work- 
ers that pipradrol should not be used on patients for whom 
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electroconvulsive therapy is indicated. Four of five patients 
with spasmodic torticollis and all of five with postlobotomy 
lethargy showed some improvement after treatment with the 
drug. 

The most serious side-effect seen was the tendency of pipra- 
drol to exacerbate preexisting anxiety and to produce on oc- 
casion a flare-up of the mental condition. The latter was 
combated by the use of amobarbital or chlorpromazine. Fa- 
bing’s observation that pipradrol does not destroy appetite was 
also confirmed. Begg and Reid warn that outside a hospital it 
should not be given to the schizophrenic or severely depressed 
patient. Eventually it may be of value in general practice and 
in outpatient clinics where milder cases of depression, par- 
ticularly reactive depressions, are common. Pipradrol has also 
been tested on male chronic schizophrenics by Houston of 
Cambridge, who studied its effect on their feeding and washing 
habits. letter writing, reading. mutual aid, conversation, and 
dressing (Brit. M. J. 1:949, 1956). After six weeks of pre- 
liminary observation. half the patients were given pipradrol and 
the other half a placebo for four weeks. After a two-week in- 
terval, the drug and placebo were reversed and administered 
for four more weeks. The results in the second week showed 
an improvement in reading, washing, and dressing in those 
taking the drug. but by the fourth week there was no sig- 
nificant difference between the two groups. The apparent early 
improvement was attributed to increased nursing enthusiasm. 


Ringworm.—The Medical Research Council’s Mycology Com- 
mittee has reported on the transmission of ringworm to man by 
animals. Man is susceptible to all the ringworm fungi that 
commonly attack animals, with the exception of Microsporum 
auduini and M. gypseum. A large part of the ringworm of 
human beings is in fact derived from the great reservoir of 
infected animals, and infections of this type predominate in 
rural areas. Dermatophytic infections of animals, particularly 
cattle, are widespread in Great Britain. Although human ring- 
worm infections are readily diagnosed and treatment is effective, 
human infections persist in human beings because of the ex- 
tensive reservoir of infection in animals. Ringworm in cats is 
particularly persistent because it is not dealt with unless sus- 
pected as a source of a case in man. Infection in dogs on the 
other hand usually results in depilated areas that are readily 
visible. Much of the bovine ringworm is untreated because of 
expense or the risk of poisoning the animals by local applica- 
tions that may be licked off. The elimination of these animal 
reservoirs will require much agricultural research and develop- 
ment, as well as collaboration between physicians and _ veter- 
inarians. At the Leeds General Infirmary’s mycological 
diagnostic unit any cats or dogs with which children infected 
with ringworm come in contact are subjected to mycological 
examination. If the animal is infected, treatment is offered. 
As a result, in the last five years the incidence of ringworm of 
animal origin in human beings has fallen in Leeds. This points 
up the need in any control effort of an efficient diagnostic serv- 
ice. Arrangements are being made to provide facilities for 
mycological diagnosis at the regional laboratories throughout 
England and Wales. 


Risks in Mental Hospitals.—A suit was brought against the 
management committee of a hospital in Surrey by the widow 
of a patient. He had been attacked by another patient while 
in the hospital, and it was claimed that this occurred through 
the negligence of the hospital staff. The injured man was 
transterred at night from one ward to another. There were 50 
patients in the ward and the beds were so close that there 
was little room between them. The injured patient sat down 
to undress and was attacked by the patient in the neighboring 
bed, who, according to the resident and the head nurse, was 
a quiet man and became aggressive only if interfered with. 
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The case of the plaintiff, who died before the case came to 
trial, was continued by his wife. She claimed that he should 
not have been put next to a patient known to be violent. An 
expert witness said that he thought that the patient alleged to 
have assaulted the plaintiff was an aggressive epileptic. He 
thought it undesirable to put a stranger next to him at night. 
The judge said that in a mental hospital it was not possible 
to escape a certain degree of risk in housing together people, 
any of whom might be violent at times. The only way to avoid 
this was segregation of each patient, which was impossible. 
Judgment was entered for the hospital committee. 


Pituitary Radon Implants.—A simple method of destroying 
the pituitary gland by radon seeds inserted by means of a 
cannula through the nostril and sphenoidal sinus has been 
devised by Prof. C. Illingworth and his co-workers (Lancet 
1:399, 1956). Using this technique as an alternative to hypo- 
physectomy, 25 patients with advanced cancer of the breast 
and 8 with cancer elsewhere in the body have been treated. 
All the patients, who had advanced malignant disease with 
metastases, were beyond the hope of ordinary surgery and 
radiotherapy. Gold seeds containing 10 mc. and 20 me. of 
radon were implanted in the pituitary gland under repeated 
roentgen ray checks. The aim was to destroy the whole 
pituitary, while sparing the nerve tissue of the optic tract. In 
the last seven patients, two cannulas were inserted, one through 
each nostril, and two seeds, each 8 mc., were inserted to lie 
symmetrically, one on each side of the midline. The only 
complications were transient headache and radiation damage 
to the optic tract, progressing to deterioration of vision and in 
one patient to blindness. After insertion of the radon seeds, 
evidence of hypopituitarism develops in a few weeks, with a 
fall in the excretion of urinary ketosteroids to 1 mg. or less 
daily. Use of cortisone is required to compensate for this, the 
usual dose being 25 mg. daily. If this is withheld, a cortisone 
withdrawal syndrome is produced (anorexia, vomiting, lassi- 
tude, and weakness). In some patients the symptoms of myxe- 
dema and diabetes insipidus appear. In seven patients who 
benefited from the treatment, pain (particularly from skeletal 
metastases ) was relieved, bones became recalcified, soft-tissue 
deposits shrank, and the size of the primary growth was re- 
duced. The rest of the patients were uninfluenced and nine 
died. In those in whom autopsies were done, the destruction 
of the pituitary was variable. In only two of seven was it com- 
pletely destroyed. 


Nutrition in Mental Hospitals.—The nutrition of patients in a 
mental hospital that accommodates 2,300 was examined by 
Leitner and Church over a period of three years ( Lancet 1:565, 
1956). The food issued to the patients was measured, and 
the amount actually consumed calculated by subtracting the 
waste left on the plates. While clinically obvious gross de- 
ficiency states were infrequent, detailed study disclosed latent 
deficiencies. There were only three cases of fully developed 
pellagra and one of scurvy. The food apparently supplied 
sufficient calories, averaging about 2,800 daily, but the hemo- 
globin levels and intakes of carotenoids, vitamin A, and ascorbic 
acid were low. The hemoglobin values averaged 12.2 gm. per 
100 ml. for the men and 10.72 for the women. These figures 
are about 15% lower than those found in people living in homes 
for the aged. The mean ascorbic acid saturation time was 
4.8 days for the men and 4.5 for the women, compared with 
the normal figure of under 24 hours. Many patients had fol- 
licular hyperkeratosis with or without perifollicular hemor- 
rhages over the gluteal area and outer side of the arm; gingivitis 
and stomatitis with hypertrophy of the dental papillae; and 
extensive blue pimply discolorations on the legs, ankles, and 
forearms. The mean values of blood carotenoids and vitamin 
A were 88 I.U. and 118 LU. per 100 ml. respectively (those 
of normal controls were 219 and 150 I1.U.). The authors 
emphasize the need to reorganize catering arrangements in 
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mental hospitals. They state that the present scanty supply of 
vegetables could be easily increased by working the farms at- 
tached to mental hospitals more efficiently. Vitamin A and C 
supplements could be given, but this is a poor substitute for 
good food. The problem is complicated by the fact that many 
of the hospital kitchens are obsolete and the allowance of 
money for food much too low. 


Placenta Previa.—Record and McKeown investigated the cause 
of placenta previa and the infant mortality associated with it 
(Brit. J. Prev. & Social Med. 10:19 and 25, 1956). Statistics 
dealing with 1,023 cases of the condition treated in Birming- 
ham hospitals over a period of 10 years were analyzed. The 
incidence was estimated to be 3.9 per 1,000 deliveries. It 
generally showed an increase with advancing age within each 
parity group, although there was no association with parity 
when age was held constant. The conclusion of the Royal 
College of Obstetricians and Gynecologists that the incidence 
of placenta previa is relatively high in women who have had 
many pregnancies at short intervals was not borne out. The 
incidence of twinning was slightly higher than in the general 
population but was not considered to be of etiological im- 
portance. Congenital malformations, especially anencephalus, 
occurred more frequently than usual, and there was a slight 
excess in boys over girls. The abortion rate of previous preg- 
nancies of patients with placenta previa was a little higher than 
that of mothers in the general population. The risk of recur- 
rence appeared to be greater than has hitherto been suspected. 
A possible factor was the increasing tendency to treat placenta 
previa by cesarean section. The fetal death rate in the series 
was 238 per 1,000 single pregnancies, compared with the rate 
of 39 per 1,000 for all single births in the district. The average 
weight at birth was less than normal (6.3 lbs. [2.8 kg.] com- 
pared with the normal 7.2 lb. [3.3 kg.]). The low birth weight 
accounted for about 40% of the increased fetal mortality in 
placenta previa and was attributable mainly to early delivery and 
only slightly to a retarded rate of fetal growth. The rest of the 
deaths were attributed to such causes as asphyxia, hemorrhage, 
and a slightly raised incidence of congenital malformations. 
During the period surveyed there was a substantial fall in 
fetal mortality—from 345 per 1,000 in the first year to 181 per 
1,000 nine years later. About one-half of this reduction was 
attributed to prolongation of gestation, and a little less than a 
third to the increased number of cesarean sections. 


Hydrocortisone Snuff.—The use of hydrocortisone snuff (15% 
hyd tisone in lactose) for the treatment of hay fever is 
described by Herxheimer and McAllen (Lancet 1:537, 1956). 
All patients were chosen because of the severity of their 
symptoms and their lack of response to other treatment. They 
all gave a typical history of two years or more of continuous 
severe hay fever during the summer and a positive skin reaction 
to mixed grass pollens. The hydrocortisone was ground to 
a fineness of about 5 #. The diluted powder was supplied 
to the patients in 100-mg. capsules. If the nose was 
blocked, two drops of 0.02% naphazoline was instilled into the 
nostrils before inhaling the snuff. Treatment, given once a day, 
was kept up for five days and further snuff inhaled when and 
if symptoms were present. No local irritation or side-effects 
were observed, Response to therapy in nasal symptoms oc- 
curred in 24 of the 25 patients, and in ocular symptoms in 21, 
usually within two or three days, although some patients took 
seven to nine days to respond. Nineteen patients were followed 
up for the whole of the hay fever season and only two had 
relapses while taking the snuff. Nine of the patients successfully 
treated had to take the snuff until the end of the pollen season. 
The results were dramatic. A control series was not observed 
because the supply of suitable patients with severe and un- 
controlled hay fever was limited. The advantage claimed for 
the method is its safety. A dose of 15 mg. of hydrocortisone 
applied to the nose daily for a maximum of eight weeks cannot 
have any harmful effect even if most of it is absorbed. 
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CORRESPONDENCE 


FOOD POISONING 

To the Editor:—In the editorial “Food Poisoning” in the Jan. 28, 
1956, issue of THe JourNnaL, page 291, it is stated that “it is 
to the advantage of the attending physician to report it [food 
poisoning] in order that epidemiological and laboratory assist- 
ance may be obtained from the local health department.” The 
editorial concludes with the statement: “Since sound preventive 
measures depend on a knowledge of the cause, the physician 
who first sees the patient is the key to the eradication of food 
poisoning. He should recognize his responsibility to promptly 
enlist the aid of the health department.” 

In the paper “Diarrheal Diseases: A Plan for Their Preven- 
tion and Control,” published in the American Journal of Di- 
gestive Diseases (22:45-47 [Feb.] 1955), I discussed the 
various problems of this subject and recommended the following 
solution: 

“1. The Public Health Service in conjunction with the 
medical profession, through its various Public Health Com- 
mittees, should put into effect a campaign of educating the 
public in diarrheal disorders. . . . 

“2 The campaign should stress that a diarrhea of 24 to 48 
hours’ duration requires a simple procedure. This procedure 
would consist of sending a freshly passed stool to the nearest 
Department of Health Station, depot or laboratory, for cytology 
and culture. The container would indicate the name of the 
patient and the name of the family physician to whom a de- 
tailed report would be mailed. 

“3. This procedure would lead to a chain reaction of incal- 
culable value to the Public Health Officer. It would immedi- 
ately diminish the incidence of the so-called “non-specific” 
diarrheas. Carriers of intestinal pathogens would be readily 
discovered and properly cared for. It would supply the public 
health departments with statistics indicating the true incidence 
of diarrheal disorders. The number of infections and non- 
infectious diarrheas would be available for the first time in 
the history of the Public Health Service. 

“4, By educating the public further gains may be expected. 
It would bring the patient earlier to his family physician. Self 
medication would be discouraged. The delivery of a freshly 
passed stool after 24 or 48 hours of diarrhea would obviate the 
present confusion and difficulty in trying to isolate intestinal 
pathogenic bacteria or protozoa after barium or antibacterial 
drugs have been taken. . . . 

“5. The benefits to the public health service in epidemio- 
logic data, to the individual patient in an earlier etiologic diag- 
nosis, to the family physician in the ability to render more 
successful therapy, need hardly be stressed. 

“6. It is conceivable that as a result of this procedure a 
screening test for intestinal malignancies might be developed 
as a separate, distinct and valuable research problem. 

“7, Experience has shown that a new medical idea reaches 
maturity more rapidly by educating the public first... . 

“8. It is true that the subject of diarrhea is difficult to present 
to the public, but so was venereal disease only a few years ago. 
What is false modesty today can be scientific thought tomorrow.” 

Z. Frapkin, M.D. 

27 Prospect Park West 

Brooklyn, N. Y. 
KELOIDS 
To the Editor:—1 am writing about the editorial in the May 5, 
1956, issue of THe Journa, page 66, entitled “Keloids.” 
Articles about keloids always puzzic me. So many things are 
done to the keloids, and such a few things are done to the 
patient who has the keloid. The approach always seems to be 
like the line from Macbeth, “Out, out damned spot.” The attack 
is always made as it one local area of skin were guilty and might 
be removed by excision or by injection or by getting mad and 
literally hammering it out with an ultrasonic hammer, without 
realizing that it is a sign of constitutional guilt, just as the spot 
in Macbeth was a sign of moral guilt. Efforts to remove the two 
have met with about an equal amount of success. One is always 
moved to wonder and ask certain questions about keloids, the 
most important one of which is, did anyone ever see a keloid 
form in a person who was in a hyperthyroid state? The editorial 
states, “One of the chief precipitating causes is exposure to the 
irradiations that follow an atomic explosion.” Yes, the observa- 
tion is correct. But to reason that the keloids form because of 


the effects of the irradiation on the skin does not necessarily 
follow. What does the irradiation do to the individual’s glandu- 
lar balance? 

The editorial lists other causes as burns, lacerations, surgical 
wounds, vaccinations, acne, and piercing the ear lobes. Yes, 
keloids sometimes follow these things, but, if they were caused 
by these things, why do they not occur always in the presence 
of these stimuli? The answer is that these things, as such, do not 
cause keloids. They occur when the skin of certain individuals is 
exposed to these mechanical or chemical irritations. What 
people and why? I do not know, but productive investigation 
might come as a result of the study of hereditary constitutional 
differences in connective tissue and why they exist. Do they 
exist as such, or are they merely expressions of relative endo- 
crine balance? One may be able to cut down or prevent keloid 
formation by excising the keloid and applying x-ray therapy, 
but what does this prove about why the keloid formed in the 
first place? This proves absolutely nothing, and until somebody 
starts looking at the person who has the keloid, rather than at 
the keloid itself, very little constructive information as to why 
they form is to be expected. “Out, out damned spot!” will not 
work, even if it is said in “ultrasonde.” 

Duncan C. McKeever, M.D. 

4310 Rossmoyne 

Houston, Texas. 
BLOOD GROUPING 
To the Editor:—A number of articles have recently been pub- 
lished dealing with the blood grouping of the members of the 
armed forces as carried out during the war. Comparison of blood 
grouping results with those recorded on the dog tags revealed a 
percentage of error close to 10. These errors have been ascribed 
to technical errors in the performance of the tests, such as too 
rapid or careless reading of the reactions. The purpose of this 
letter is to call attention to other important sources of error, as 
related to me by eyewitnesses, 

First, an attorney has informed me that, when he was inducted 
into the Army and was waiting for his examination with hundreds 
of other soldiers attired in their “altogethers,” he observed the 
process of drawing blood, blood grouping, and stamping of dog 
tags. He discovered that the process was “off one,” and, when he 
rechecked and confirmed this observation, he called it to the 
attention of the commanding officer. Since he hardly looked 
impressive in his attire, he was ordered back in line, and despite 
his insistence the process was continued. It is not possible to 
state how many hundreds of soldiers were mistyped that day, or 
how often this sort of accident occurred. At any rate, later on, 
when my friend became a captain, he had his blood retyped, and 
he now has two dog tags as testimony of this incident: one, the 
original, incorrectly stamped group O and the second correctly 
stamped group A. 

Another friend relates the following incident. Technicians 
under his supervision carried out thousands of blood grouping 
tests with antiserums labeled group A and group B respectively. 
In the midst of this work, a new source of antiserums was ob- 
tained with the reagents labeled anti-A and anti-B. Nobody 
noticed the change, and the new anti-A and anti-B serums were 
used as if they were group A and group B respectively. Only 
after thousands of soldiers had been tested incorrectly in this 
way did my friend obtain a copy of the direction sheets in which 
he detected the change and error. 

Another friend, when he was pathologist at a veterans’ hos- 
pital, undertook a study on blood grouping of soldiers stationed 
there and discovered an 11% discrepancy between his results 
and the dog tags. When he called this to the attention of the 
commanding officer, the answer was “when typing thousands of 
men, an 11% error is not too bad.” The fourth incident concerns 
a group-B blood donor whom I had used for many years who 
had his dog tag stamped as group O. When he called this to the 
attention of the commanding officer, the officer refused to retype 
his blood, and he had to wait for a furlough when he could 
come to my office and obtain a signed certificate from me before 
the persons in charge would change his dog tag. In conclusion 
it seems appropriate to suggest that the term “mass blood group- 
ing” be changed to “mess blood grouping.” 

A. S. Wiener, M.D. 
64 Rutland Rd. 
Brooklyn 25, N. Y. 
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Gastroesophogeal Reflux. F. Brunetti. Minerva med. 47:613- 
614 ( March 7) 1956 (In Italian) [Turin, Italy]. 


Gastroesophageal reflux is the clinical manitestation of vis- 
ceral and sphincteral affections due to reversed peristalsis. The 
affection is often combined with acute gastritis, Reversed 
peristalsis of the esophagus is caused by a complex alteration 
of the tonus, kinetics, and secretions of the gastroesophageal 
tract. Belching and regurgitation when persistent disguise the 
reversed peristalsis of the cardia, which causes the reflux. The 
regurgitated fluid may reach the upper part of the esophagus 
and bring a sour taste into the mouth. Pyrosis like epigastric 
burning is caused by esophagitis or dyspepsia of the cardia or 
of the esophagus and may be accompanied by an acute pre- 
cordial pain. Roentgenographic examination, gastroscopy, and 
gastric analysis are an aid to diagnosis. The cause of gastro- 
esophageal reflux is always superimposed on the cause of the 
duodenogastric reflux. The alteration of kinetics accompanied 
by reversed peristalsis is caused by a central neurovegetative 
dysfunction. This may be either digestive or abdominal. Gas- 
troesophageal reflux is not purely functional but is caused by 
reactive tissue changes that can lead to irreversible organic 
lesions. 


Clinical Conditions Associated with Abnormal Relations of 
Pulmonary Ventilation and Blood Flow. W. S$. McCann. GP 
13:115-119 (May) 1956 [Kansas City, Mo.]. 


The constancy of composition of the alveolar air and the 
arterial blood depends on the maintenance of parity between 
alveolar ventilation and the amount of blood flowing through 
the alveolar capillaries in a given unit of time. A ratio of 
ventilation to bl flow greater than one means relative 
hyperventilation, and one that is less than one means relative 
hypoventilation. Some of the clinical conditions under which 
hyperventilation occurs are emotional disturbances, carbon 
monoxide poisoning, mountain sickness, the early stages of lobar 
pneumonia, the early stages of failure of the left side of the 

eart or “low output” failure, salicylate intoxication, early nod- 
ular silicosis, and miliary tuberculosis. In mountain sickness, 
carbon monoxide poisoning, and lobar pneumonia hyperventila- 
tion may be caused by the “hypoxic drive,” a mechanism by 
which the respiratory center is driven to augment its activity 
by afferent stimuli originating in hypoxic tissues in special 
chemoreceptors and transmitted to the respiratory center 
through the vagus nerve. One can reduce this hypoxic drive by 
giving oxygen and by reducing the sensitivity of the respiratory 
center with morphine and sometimes by adding carbon dioxide 
to the oxygen inhaled to prevent the circulatory shock that ac- 
companies hypocapnia and respiratory alkalosis, The con- 
ditions under which hypoventilation may occur are anesthesia 
(morphine, carbon dioxide), poliomyelitis affecting respiratory 
muscles, the “high output” types of heart failure, asthma, bron- 
chitis, and bronchopneumonia. The most frequent clinical 
examples of hypoventilation may be observed in patients with 
obstructive emphysema in whom carbon dioxide tends to accu- 
mulate in the alveoli, At first the body compensates by in- 
creasing the bicarbonate level of the plasma and diminishing 
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the chloride level. As the limits of this compensation are 
reached, the carbon dioxide tension of the arterial blood in- 
creases and respiratory acidosis ensues. In hypoventilatory 
states associated with hypercapnia and respiratory acidosis it is 
dangerous to depress the respiratory center with morphine, and 
the use of oxygen to diminish the hypoxic drive may lead to 
disastrous results, since the loss of the drive will further cripple 
the already damaged ventilatory mechanism. The rescue of 
such a patient largely depends on mechanical hyperventilation 
of the lungs in a respirator. According to William Harvey there 
are two kinds of death from circulatory failure, “failure from a 
lack and suffocation by an excess.” In the author's concept 
“failure from a lack” would be primarily the result of hyper- 
ventilatory lack of carbon dioxide leading to low venous return 
and low cardiac output. “Suffocation from excess” would be 
primarily hypoventilatory excess of carbon dioxide leading to 
excessive venous return and high rates of blood flow sufficient 
to deluge the heart and cause it to fail. 


Role of Intolerance Phenomena in the Pathogenesis of Acute 
Leukemia. L. André and J. Marty. Semaine hdp. Paris 32:1317- 
1320 (April 14) 1956 (In French) [Paris, France]. 


In two patients with acute leukemia and one with medullary 
leukoblastosis occurring after bone marrow hypoplasias, the de- 
velopment of malignancy was preceded by intolerance reactions 
to injections of pentose nucleotide (in two) or blood trans- 
fusion (in one). The authors believe that there are two factors 
involved in the genesis of the leukemia in these patients. One 
is the background of bone marrow insufficiency due to various 
influences that lead to neutropenia. The trigger factor is allergic 
reaction and its consequences, especially anarchic compensation 
phenomena. No therapy that puts a stress on the bone marrow 
should be used in patients of the sort described. The marrow 
should be stimulated, and hypersensitivity reactions should be 
combated, 


Incidence and Onset of Pulmonary Tuberculosis in Old Men. 
E. G. Wilkins. Brit. M.J. 1:883-886 (April 21) 1956 [London, 
England]. 


Reported cases of respiratory tuberculosis for men of 65 and 
over in England and Wales increased from 808 to 1,660 in the 
16 years from 1938 to 1954. The same period also saw an in- 
crease in the number of men over 65 in the population from 
about 1.5 to 2 million and in the number of women over 65 
from about 2 to 3 million. Comparison of the rates per 100,000 
in each age group year by year showed that after the war the 
rate for men rose from an average of about 50 to over 80, while 
the rate for women remained steady at about 17. A steady 
postwar rise has occurred only in men over 65. About a third 
of the increase in the rates for old men can be explained by 
mass radiography. The percentage of persons over 60 with 
active tuberculosis found by this means has remained at an 
average of 0.47 for men and has declined from 0.27 to 0.14 for 
women, Mortality rates for respiratory tuberculosis for persons 
of both sexes over 65 show a rise from 58 in 1938 to a peak of 
81 in 1951 for men but a steady decline from 22 to 13 for 
women. Thus all figures show a worsening for men over 65 as 
compared with women over 65 in the last 17 years. By 1954 
the incidence and case fatality rates for men were about five 
times those for women. No satisfactory explanation has yet 
been advanced for the difference in the behavior of the disease 
in the two sexes or for the persisting tendency to reactivation 
in elderly men. 

Investigation of 35 men with tuberculosis whose significant 
symptoms began after the age of 65 showed that only 19 had 
mainly chest symptoms. The absence of prominent chest symp- 
toms in the others, often in spite of extensive active disease, 
should be emphasized, because it is in patients like these that 
the condition is most apt to be missed. Discovery of the tuber- 
culosis was brought about in 10 patients by intercurrent disease. 
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Anemia, whether nutritional or due to chronic blood loss, is an 
adverse factor that is especially apt to be overlooked in old age. 
Economic hardship, privation, and neglect were thought to be 
important in only about one-third of the cases; consequently, 
it cannot be assumed that the disease with its characteristically 
insidious onset is unlikely when home conditions are comfort- 
able and there is an absence of intercurrent illness. Old men 
with persistent cough should always have x-ray examinations 
instead of having their chest symptoms attributed to smoking or 
bronchitis, and any chest infection should be followed to radio- 
logical resolution. Even apparently inactive lesions should be 
watched with suspicion, and none of the measures that may 
help to bring about early recognition of tuberculosis in men 
over 65 should be neglected, because the existence of un- 
detected disease in such persons is dangerous to the community. 


Reproducible Psychogenic Attacks ot Asthma: A Laboratory 
Study. E. Dekker and J. Groen. J. Psychosom. Res. 1:58-67 
(Feb.) 1956 [New York]. 


Experiments on psychogenic factors in asthma were com- 
bined with an investigation into the role of allergic factors. 
Skin-sensitivity and inhalation-sensitivity tests were carried out 
on 31 patients with the technique of Herxheimer, in which the 
vital capacity is registered spirographically every four minutes. 
The test is considered positive when the vital capacity decreases 
by more than 10%. The effect of psychological stimuli was in- 
vestigated in 12 of the 31 patients. In these experiments the 
authors also used the vital capacity as the parameter of the 
patient’s condition. The emotional stimuli were selected from 
the histories of the patients. When patients were encouraged 
to talk freely about the cause of their attacks it was learned, 
for instance, that one woman got a sense of constriction merely 
by looking at dust, but only during the hay fever season. One 
asthmatic boy became dyspneic when he saw dust particles 
floating in the sunlight; when there was no sunshine, he had no 
symptoms. Another patient became dyspneic when listening to 
radio speeches by a certain political person, to the broadcast of 
a children’s choir, or when she heard the national anthem. A 
jewelry salesman frequently became dyspneic when lifting his 
sample bag. A woman got an attack of asthma whenever she 
used an elevator. A young woman felt suffocated when she 
visited her father’s grave, but only when her mother was there 
too. Another patient was so hypersensitive to aspirin that 
merely watching someone else swallowing an aspirin tablet gave 
her a feeling of suffocation. Looking at a goldfish in a bowl 
caused an asthmatic attack in two patients, both of whom re- 
acted in a similar way when watching a bird in a cage. 

After exposure to such emotional stimuli a decrease in vital 
capacity was associated in some patients with attacks of typical 
asthmatic dyspnea. The interpretation of the results as ex- 
amples of psychogenic attacks rests not only on the exclusion 
of other causes but also on the marked emotional response that 
was elicited by the exposure. No attempt was made to give a 
psychiatric interpretation of these observations, but in a number 
of instances it was clear that the asthmatogenic stimulus was 
related to former traumatic experiences. These psychogenic 
attacks were indistinguishable from “spontaneous” attacks or 
from attacks provoked by the inhalation of allergens. They 
could be aborted by the administration of drugs. Some of the 
patients, in whom the psychogenic stimulus failed to elicit a 
response, stated that the experimental condition did not re- 
semble closely enough the circumstances under which their 
attacks had “naturally” occurred. The attacks of the jewelry 
salesman on handling his sample bags may have been con- 
nected with a greater amount of physical effort during his 
actual work, or with more emotional tension while visiting his 
customers. In provocative tests with inhalation of allergens, 
positive reactions were obtained in about an equal percentage 
of patients. A high intensity of emotion in itself was not 
sufficient to produce an attack in these patients. One patient 
had no asthmatic symptoms when she became emotional in dis- 
cussing the difficulties she had with her son, but looking at a 
goldfish produced a severe attack, Exposure to asthmatogenic 
situations was often followed by the patient giving more 
pertinent information than could have been obtained during an 
interview. This way of obtaining information and producing 
emotional discharge suggests new psychotherapeutic methods. 


J.A.M.A., July 21, 1956 


When the authors modified the experimental situation they 
found that, in some of the experiments, knowledge of the 
artificiality of the experimental situation did not prevent the 
onset of an asthmatic attack. This observation and the fact that 
a conscious effort of will did not prevent an attack suggests that 
these phenomena involve a process of acquired conditioning. 


Reserpine in Anxiety States. E. H. Hare, C. P. Seager and 
A. Leitch. Lancet 1:545-547 (April 28) 1956 [London, Eng- 
land]. 


Reserpine was first used in the treatment of hypertension. 
After it was found to have a beneficial effect on the neurotic 
symptoms of hypertensive patients, reports followed on_ its 
efficacy in various mental disorders, especially in neurotic 
anxiety and tension. Controlled trials of reserpine in neurotic 
states, however, produced conflicting results, and the authors 
argue that even if neurotic patients improved more on reserpine 
than on placebo tablets, such improvement might be due simply 
to a nonspecific sedative action of reserpine. The aim of the 
present study was to make such a comparison. The patients 
studied were all inpatients in a neurosis unit. None was hyper- 
tensive. A patient was admitted to the trial only if his major 
symptoms were anxiety and tension and if he was willing and 
intelligent enough to cooperate. Thirty-three of 42 patients 
completed the self-controlled and self-recorded clinical trial 
that compared the effect of reserpine, amobarbital, and an inert 
control substance. Each of the three agents was given to each 
patient for a week, the whole trial lasting three consecutive 
weeks. The daily dose was 6 mg. of reserpine and 390 mg. of 
amobarbital. For one week, and in the dosages given, amo- 
barbital caused much improvement in the general condition 
and in the individual symptoms of most of the patients with 
anxiety neurosis, whereas the effect of reserpine was no better 
than that of an inert control substance. This does not meaa 
that in smaller doses or administered for longer periods, reser- 
pine could not be beneficial in anxiety states, but it suggests 
the need for caution in accepting some of the enthusiastic re- 
ports of the efficacy of this drug. It also suggests that, at least 
on a short-term basis, amobarbital is of definite value. 


Methionine Toxicity in Liver Disease and Its Prevention by 
Chlortetracycline. E. A. Phear, B. Ruebner, §. Sherlock and 
W. H. J. Summerskill. Clin. Sc. 15:93-117 (Feb.) 1956 [Lon- 
don, England]. 


Nitrogenous substances given to certain patients with hepatic 
cirrhosis can precipitate neurological changes indistinguishable 
from spontaneous hepatic coma. These include a high-protein 
diet, ammonium salts, and urea. There have also been reports 
that methionine, an amino acid often recommended for the 
treatment of liver disease, might have a similar action. The 
author investigated the mechanism of methionine toxicity in 
28 patients with liver disease. It was found that methionine 
given by mouth caused neurological deterioration in seven of 
nine patients with portal cirrhosis and chronic portal-systemic 
encephalopathy. In eight of the nine patients, large portal- 
systemic venous collateral channels were demonstrated. Meth- 
ionine was without effect in seven patients with hepatic 
cirrhosis, three of whom had an extensive portal-systemic cir- 
culation and one of whom had extrahepatic portal vein ob- 
struction. These patients had never experienced neurological 
complications. When given intravenously, methionine was 
without effect in three of those who reacted to the orally 
administered amino acid, and in one there was a delayed 
exacerbation. Neurological deterioration occurred even when 
there was no significant change in blood ammonium level, 
blood pH, or serum bilirubin level. Blood methionine levels 
rose equally in those in whom there was neurological deterior- 
ation and in those in whom this was not the case. This sug- 
gests that the toxic effects of methionine are not due to the 
unaltered substance but rather to its breakdown products, In 
this connection it is pointed out that ammonium can be de- 
rived trom methionine, and ammonium toxicity has been re- 
lated to the neurological changes that precede hepatic coma. 
Ammonium production in the intestines, however, seems un- 
likely as a cause of the deterioration that follows methionine, be- 
cause changes in blood ammonium levels were inconstant and 
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alterations of a similar order occurred when chlortetracycline 
was given with the methionine, yet without neurological de- 
terioration. The toxicity of methionine in patients with chronic 
portal-systemic encephalopathy is due to some breakdown 
product of methionine other than ammonium. 

When chlortetracycline was given by mouth it prevented 
or delayed the neurological deterioration in five sensitive patients 
who received methionine although the blood levels of that 
substance were even higher. The fecal flora of patients with 
liver disease and neurological complications did not differ from 
that of normal subjects and patients with uncomplicated cir- 
rhosis. Giving methionine did not change the fecal flora, but 
chlortetracycline in all groups resulted in a rise in Proteus 
with elimination of Bachteroides and an inconstant fall in 
Escherichia coli. The streptococcic types changed, and lacto- 
bacilli increased. The toxic substance derived from methionine 
and the mechanism of its action remain unknown, but further 
study of the mercaptans and amines derived from methionine 
seem worthwhile. Hepatic coma shows such natural fluctua- 
tions that it is difficult to assess therapy in any individual 
patient, but since chlortetracycline benefits methionine-induced 
neurological complications of liver disease, and since the neuro- 
logical symptoms in this condition are identical with those caused 
by other nitrogenous substances and those seen in many in- 
stances of spontaneous hepatic coma, chlortetracycline may be 
of benefit in spontaneous hepatic coma. 


Chronic Pyelonephritis. L. Kalliomaki. Nord. med. 55:433-435 
(March 29) 1956 (In Swedish) [Stockholm, Sweden]. 


Chronic pyelonephritis is a relatively common disease with 
an unfavorable prognosis. Diseases and anomalies that cause 
obstructions in the urinary tract promote the development of 
pyelonephritis. Diabetes and less frequently other diseases may 
be predisposing factors. Various predisposing factors were 
present in 28 of 63 patients with chronic pyelonephritis in the 
author’s series. The most typical symptoms were pyuria and 
hematuria. The renal function was impaired in about half the 
patients. The blood pressure was above 180 mm. Hg in only 
seven. The average sedimentation reaction was 62 on admis- 
sion and 40 on discharge. Anemia resistant to treatment was 
present in 27. If the sedimentation rate does not begin to 
return to normal after an acute pyelonephritis, chronic pyelone- 
phritis should be suspected. In antibacterial therapy of the dis- 
order, the interstitial tissue must receive adequate concentration 
of the antibacterial substance and treatment must be continued 
for at least a week. Prophylaxis must be based on efforts to 
remove or treat predisposing factors. Fourteen of the author’s 
patients died, 13 from uremia. 


Testing of Substances Which May Exert a Promoting Influence 
on the Course of the Diseases of Rheumatic Type and of Mul- 
tiple Sclerosis. F. Perger. Wien. klin. Wcehnschr. 68:304-308 
(April 13) 1956 (In German) [Vienna, Austria]. 


Observations made for six years on 400 patients with multiple 
sclerosis showed that several elements of the blood which are 
regulated by the autonomic nervous system, such as eosinophils, 
the levels of calcium, magnesium, and cholesterol, and the 
serum protein bodies, were undergoing regular changes that 
corresponded to the clinical aspect. Similar changes, although 
not so pronounced as in patients with multiple sclerosis, were 
observed in those with diseases of the rheumatic type. In an 
attempt to produce artificially these reactions caused by the 
autonomic nervous system, 645 tests were performed on 52 
patients with multiple sclerosis and on 97 patients with rheu- 
matic diseases. One hundred nine control tests were performed 
on 12 healthy persons and on 39 patients who did not have 
rheumatic diseases. The tests consisted of giving the follow- 
ing substances that were suspected of exerting a sensitizing 
effect: autovaccines, old tuberculin, metals in the form of in- 
unctions, drugs such as derivatives of aminopyrine given orally, 
procaine and penicillin given by injection, food, and cold stimuli 
produced by application of ice cubes to the lower arm. Very 
few of the control subjects had positive reactions to the tests, 
in contrast to the patients with rheumatic diseases and multiple 
sclerosis, 80.2% of whom had positive reactions to the auto- 
vaccine tests, 53.7% to the tuberculin tests, and 25.4% to the 
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metal tests. The high incidence of positive reactions to the 
metal tests seems to be particularly striking, because up to now 
few reports appeared in the literature on sensitivity phenomena 
caused by such elements. When the number of positive re- 
actions to the tests was compared with the clinical aspect of 
the patients and with the duration of the disease, it appeared 
that patients in the early stages of the diseases had a positive 
reaction to only one or two of the tested substances and _ par- 
ticularly to autovaccines containing streptococci and to old 
tuberculin, the so-called primary sensitizing factors. Patients 
with two and one-half years’ duration of their disease had in 
addition highly positive reactions to the tested drugs and 
metals, the so-called secondary sensitizing factors. These re- 
sults suggested an increasing sensitization during the prolonged 
course of multiple sclerosis and of the rheumatic diseases. 
These findings were interpreted as a spread of abnormal reflex 


The 


Penicillin-Resistant Staphylococci in the General Population. 
P. H. Rountree and J. Rheuben. M. J. Australia 1:399-402 
(March 10) 1956 [Sydney, Australia]. 


The extent to which the conversion to penicillin resistance 
of the staphylococci of nonhospitalized people has proceeded 
is of importance in any consideration of the value of penicillin 
therapy in micrococcic (staphvlococcic ) infections occurring in 
general practice. For this reason the authors have from time to 
time reported the results of surveys of nasal carriage of Micro- 
coccus pyogenes var. aureus in blood donors in Sydney. Of the 
200 donors from whom swabs were examined in the 1955 sur- 
vey 101 (50.5%) were nasal carriers of M. pyogenes var. aureus. 
The nasal carrier rates of penicillin-resistant strains found in 
three previous surveys and on the present occasion are sum- 
marized in a table. In the present survey, 26 (25.7%) of the 
carriers were harboring penicillin-resistant strains. This was 
double the number found in April, 1954. Of 85 strains isolated 
from furuncles, styes, and carbuncles observed in a casualty 
department and in private patients, 63.5% were resistant to 
penicillin. The authors conclude that, in the treatment of fur- 
unculosis, penicillin can be expected to have little therapeutic 
efficiency. The actual proportion of such infections responding 
to penicillin will vary from place to place, but it is probable 
that at least 50% will be penicillin-resistant. This emphasizes 
the futility of persistence with penicillin therapy for patients 
who do not respond immediately and the importance of carrying 
out sensitivity tests before the administration of any antibiotic. 
With regard to micrococcic infections other than furunculosis, 
the figures from a casualty department and from the blood 
donors indicate that between 25% and 43% of these infections 
may be due to penicillin-resistant strains and suggest that the 
therapeutic and prophylactic efficiency of this antibiotic in micro- 
coccic infections occurring outside hospitals is fast diminishing. 


Hemolytic Syndromes in Diseases of Liver and Gallbladder. 
H. H. Hennemann. Ztschr. klin. Med. 154:68-86 (No. 1) 1956 
(In German) [Berlin, Germany]. 


The occurrence of hemolytic processes in the course of dis- 
eases of the liver has long been of interest to clinicians. In 
cirrhosis, jaundice as well as anemia are largely hemolytic in 
nature. These clinical observations have been corroborated by 
anatomic studies that revealed proliferation of the marrow and 
increased erythropoiesis. More recently studies with radioactive 
chromium revealed that the life span of erythrocytes is re- 
duced in many patients with hepatic cirrhosis. Hemolytic pro- 
cesses have been found also in hepatitis, in subacute atrophy, 
and in primary carcinoma of the liver. In this last disorder 
hemolytic anemia with a positive Coombs’ test has been ob- 
served. Autoantibodies may also occur in parenchymal liver 
diseases. 

Another symptom complex that seems to be of hemolytic 
origin and related to epidemic hepatitis has been discussed in 
the literature under such terms as “subclinical syndrome in 
chronic diseases of the hepatic parenchyma,” “intermittent 
hyperbilirubinemia after hepatitis,” or “posthepatitic conditions 
with indirect hyperbilirubinemia.” The present author prefers 
the term “intermittent hyperbilirubinemia.” The author ob- 
served 14 patients with this syndrome. Nothing was found in 
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any of these patients that would indicate that their symptoms 
were the result of hemolytic processes. With the exception of 
a hemolytic jaundice that developed following an attack of 
epidemic hepatitis, no signs of hemolysis were found in 15 
patients with homologous serum jaundice and in 10 patients 
with chronic hepatitis. Furthermore the Coombs’ test was 
negative in all of these patients. In patients with hepatic cir- 
rhosis, however, the author frequently observed signs of hem- 
olytic processes, regardless of whether the cirrhosis was of the 
atrophic or of the hypertrophic type that is associated with 
splenomegaly. On the other hand, in only one patient with 
hypertrophic cirrhosis did the positive reaction to the Coombs’ 
test indicate that antierythrocytic antibodies were responsible 
for the increased destruction of erythrocytes. A rare occurrence 
is the combination of hemolytic anemia with dystrophy of the 
liver. One woman in whom empyema of the gallbladder was 
associated with cholelithiasis had severe hemolysis before she 


died. 


Problem of Mechanism of Action of Sulfonamide Compounds 
Causing a Reduction in Blood Sugar Level. A. Beringer and A. 
Lindner. Wien. klin. Wehnschr. 68:316-322 (April 20) 1956 
(In German) [Vienna, Austria]. 


Carbutamide, 1-butyl-3-sulfanilylurea, designated BZ-55 by 
German investigators, was tested in rabbits with regard to the 
mechanism of its action in inducing hypoglycemia in man. 
Results of the experiments in animals showed that, compared 
with that in control animals, the glycogen content of the liver 
was increased and the blood sugar level was decreased simul- 
taneously in starving rabbits that had been given carbutamide 
by an esophageal tube and had been killed two and one-half 
hours later. Experiments on rats showed that insulin given in 
doses with the same hypoglycemic effect as carbutamide did 
not increase the glycogen content of the liver. In additional 
experiments on starving rabbits, one group of animals was 
given 140 mg. of dextrose per kilogram of body weight by 
intravenous drip, and when the animals were killed one hour 
later the glycogen content of the liver was 530 mg. per 
kilogram of body weight. In a second group of animals, which 
did not receive dextrose, the glycogen content of the liver was 
determined with 146 mg. per kilogram of body weight. ‘Thus 
the average increase in glycogen content of the liver after the 
dextrose administration was 384 mg. per kilogram of body 
weight. A third group of the rabbits received 2.5 gm. of 
carbutamide per kilogram of body weight three hours before 
they were killed. In these animals, the glycogen content of the 
liver was 560 mg. per kilogram of body weight. The glycogen 
content of the liver was increased by 415 mg. per kilogram of 
body weight, although the blood sugar level was decreased as 
compared to that observed in rabbits given dextrose. These 
results suggest that the increase in the glycogen content of the 
liver is more pronounced after the administration of small 
amounts of dextrose than might have been expected according 
to the amount of dextrose given. It must be assumed that the 
deposits of glycogen in the liver are also the result of endoge- 
nously produced sugar. The increase in glycogen content of the 
liver caused by carbutamide corresponds quantitatively to that 
caused by dextrose, but the tranformation of the newly formed 
sugar into glycogen is apparently so active that the blood sugar 
level is reduced simultaneously. The sugar supply at the 
periphery is apparently reduced by the action of the carbutamide. 

Severe diabetes was produced in rabbits by the intravenous 
administration of 260 mg. of alloxan per kilogram of body 
weight. Five days later the animals were fed 2.5 mg. of 
carbutamide, but the drug did not decrease the blood sugar level 
nor did it increase the glycogen content of the liver.” These 
findings suggest that the hypoglycemic effect of carbutamide 
depends on the presence of insulin. The concept of anatomic 
and functional exclusion of the A-cell apparatus by carbutamide 
does not provide a definitely satisfactory explanation for the 
effect of the drug on the carbohydrate metabolism. A_ pa- 
tient with moderately severe diabetes mellitus who still ex- 
creted sugar in the urine after five days of treatment with 52 
units of long-acting insulin was given carbutamide by mouth. 
This caused marked improvement in glycosuria and a reduction 
of the blood sugar level, although smaller doses of insulin 
were given. Glycosuria and the blood sugar level increased 


after complete discontinuation of insulin therapy. Determina- 
tion of the capillary-venous difference in the blood sugar level 
revealed that the peripheral utilization of the sugar was im- 
proved as a result of prolonged treatment with carbutamide. The 
authors assume that the hypoglycemic effect of carbutamide 
is the result of improved assimilation of sugar in the liver, which 
at the same time relieves the burden on the island apparatus 
and thus causes rationalization of the peripheral effect of insulin. 


Lipoproteins and Diet in Coronary Heart Disease: A Five-Year 
Study. T. P. Lyon, A. Yankley, J. W. Gofman and B. Strisower. 
California Med. 84:325-328 (May) 1956 [San Francisco]. 


Six years ago the authors began a series of inv stigations 
concerning the relation of serum lipoproteins to the clinical 
aspects of coronary heart disease. Lipoproteins are named in 
terms of their rate of migration in an intense centrifugal field. 
The unit of migration rate is the Standard Svedberg of 
Flotation or standard S; unit. Earlier studies had revealed that 
standard S$,0-12 lipoproteins and standard $,12-400 lipopro- 
teins are significantly higher in persons who have coronary 
heart disease than in the apparently healthy population. On the 
basis of estimates, every milligram of $,12-400 lipoprotein is 
about 1.75 times as important for coronary disease as every 
milligram of standard §,0-12 lipoprotein. Therefore, before 
combining the two lipoprotein values, the standard $,;12-400 
level is multiplied by 1.75 to take into account its greater 
value per milligram. The combined measure of these lipopro- 
tein molecules is designated as the Atherogenic Index (A. I.) 
value. In a follow-up study for a five-year period of 351 
patients with myocardial infarction and 119 patients with 
angina pectoris, the following observations were made: 
(1) the previously reported lipoprotein A. I. elevation in 
coronary heart disease was confirmed; (2) the prognosis in 
angina pectoris is strikingly and significantly worse when the 
lipoprotein A. IL. is high; (3) patients who died in the follow-up 
period showed significantly higher A. I. values than those who 
survived; (4) the lipoprotein A. I. measure is much superior 
to the serum cholesterol measurement as an indicator of the 
lipid disorder in coronary disease; (3) the low-fat, low- 
cholesterol diet is effective in maintaining chronically lowered 
lipoprotein A. L. values; and (6) in patients who said they 
did not adhere to a low-fat, low-cholesterol diet, the recurrence 
and death rate was four times as high as in patients who 
stated they adhered to the diet. 


Pulmonary Brucellosis. A. E. Greer. Dis. Chest 29:508-519 
( May) 1956 [Chicago]. 


Involvement of the lungs in brucellosis has received scant 
attention in the literature, and only 187 of 700 chest specialists 
answered the author’s questionnaire on pulmonary brucellosis. 
The fact that only 13 of the 187 physicians had observed 
pulmonary localization of brucellosis suggests that relatively 
few physicians are aware of pulmonary brucellosis, especially 
of the chronic type. The 13 physicians reported 41 (11 acute 
and 30 chronic ) cases of pulmonary brucellosis. The occupations 
of 38 of these 41 patients (farmers, ranchers, and packing- 
house workers) involved contact with cattle, sheep, or swine. 
Thirty-six of the infections were caused by Brucella abortus, 
five by Br. melitensis and two by Br. suis. 

The author also presents an analytical report of another 27 
patients with pulmonary brucellosis. Of the 18 treated by the 
author, six lived on cattle ranches, one was a county demonstra- 
tion agent in southwestern Texas, and the remaining 11 had no 
direct connection with cattle, sheep, or swine. There must 
have been an indirect relationship, however, because all 18 
lived in Texas, where brucellosis in farm animals is endemic. 
Their histories reflected that they had been ill for 3 to 108 
(average 26) months before an accurate diagnosis was made. 
Their symptoms at the onset of their initial sickness consisted 
of intermittent temperature ranging from 1LO1 to 104 F (38.3 
to 40 C), joint pains (mainly vertebral, recurrent, generalized, 
and aching), fatigue, nervous irritability, minor psychoses, 
occipital headaches, sweating, chills, diarrhea, abdominal 
pain, nausea, and vomiting. The disease has a tendency to 
latency and to chronic subclinical infection; therefore, patients 
should be observed for many months after they have seemingly 
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recovered. The tendency to rely on a few blood cultures, alone 
or in conjunction with the agglutination test, may lead to 
frequent diagnostic failures. The agglutination reaction is 
usually positive in patients with positive blood cultures, but 
this relationship is not constant. In chronic brucellosis, especially 
the abortus type, a positive agglutination reaction in a significant 
titer is the exception rather than the rule. It is impossible to 
rely entirely on either the blood culture or the agglutination 
reaction singly, because one or both tests may be negative in both 
acute and chronic brucellosis, especially if the brucellar 
infection is well localized. The agglutinins may be fleeting 
and bear no relationship to the activity of the disease. It is 
also wrong to assume that lessening of the agglutination titer 
indicates a favorable prognosis. The intradermal brucellergin 
test should be deferred until after the agglutination and 
opsonocytophagic tests have been concluded; otherwise, 
agglutinins and opsonins may be stimulated and the test may 
be of little value. 

As regards treatment, antibiotics have a favorable immediate 
effect in acute cases, but the frequency of later relapse is 
difficult to estimate. Chronic cases constitute a difficult 
therapeutic problem. Seven patients, who were treated with 
a combination of cobalt, copper, and manganese, apparently 
recovered, and they remained in good health for many months. 
It is impossible to give any scientific explanation for the 
beneficial or curative effects of this mode of therapy. No 
claim is made in regard to its specificity, but the author hopes 
yar other physicians will try it, to ascertain its therapeutic 
value. 


Pneumoperitoneum. C. Langer. Wien, med. Wehnschr, 106:339- 
342 (April 14) 1956 (In German) [Vienna, Austria]. 


In the course of the last five years pneumoperitoneum was 
performed for therapeutic purposes in 136 patients, 106 of 
whom had pulmonary tuberculosis, one extrapulmonary 
tuberculosis, 7 emphysema, and 22 jaundice. Pneumoperitoneum 
was performed prophylactically immediately after delivery in 
24 women with pulmonary tuberculosis. As an aid to diagnosis 
pneumoperitoneum was performed in 77 patients with tuber- 
culosis and in 3 nontuberculous patients. Pneumoperitoneum 
was established with an average amount of about 500 cc. of 
air, and refillings were made with amounts of air varying from 
700 to 1,000 cc. Refillings were made twice a week at first 
and later every 8 to 14 days. Results showed that pneumoperi- 
toneum is not a substitute for pneumothorax and is not a 
competitive method to pneumothorax. On the other hand, 
pneumoperitoneum is a _ perfect substitute for phrenico- 
exeresis and is to be preferred to any operation on the phrenic 
nerve. Even a copious pneumoperitoneum does not result in 
perceptible reduction of pulmonary function. Pneumoperitoneum 
is a method of treatment that is reversible at any time. Cavitary 
tuberculous processes are an ideal indication for pneumoperito- 
neum after bronchial tuberculosis has been excluded. 
Pneumoperitoneum when practiced in addition to treatment 
with tuberculostatic drugs may improve the results of treatment, 
and the improvement may be of longer duration, It may serve 
as a preparatory or stop-gap procedure for other methods of 
treatment that may be indicated later. Pneumoperitoneum as 
a prophylactic measure after delivery should not be omitted 
in women with active tuberculosis. The good results obtained 
with pneumoperitoneum in patients with emphysema and 
jaundice justify a trial on a larger scale. It should always be 
combined with tuberculostatic therapy. The choice should 
not be between chemotherapy and collapse therapy; collapse 
therapy should always be practiced in addition to chemotherapy. 


The Diagnosis of Jaundice: An Evaluation of the Procedures 
Commonly Utilized in Differential Diagnosis. D. Cayer and O. 
Henry Jr. Geriatrics 11:191-199 (May) 1956 [Minneapolis]. 


The clinical differentiation of the causes of jaundice remains 
a diagnostic problem, and that particularly in patients of the 
middle or older age group with a high incidence of compli- 
cating disease. Most errors in the differential diagnosis of 
jaundice are due to inadequate intervals of evaluation and 
failure to repeat and compare findings. A correct preoperative 
diagnosis can be made in 90 to 95% of patients with jaundice 
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and hepatomegaly by careful correlation of the history, physical 
examination, liver function tests, roentgenologic findings, and 
needle biopsy of the liver. The most helpful tests of liver 
function that are standardized and readily available are the 
cephalin flocculation and alkaline phosphatase tests, and 
determinations of the urine urobilinogen value, prothrombin 
time, and serum albumin level. Parenchymal damage that 
produces jaundice is diffuse at the onset, and usually there is 
characteristic laboratory evidence of cellular disease. Uncom- 
plicated extrahepatic jaundice is usually not associated with 
serious parenchymal disturbance, and impairment of metabolic 
activity is minimal or absent. Microscopic examination of tissue 
obtained by needle biopsy will alter the diagnosis or add to it 
in about 10% of jaundiced patients. The needle biopsy findings 
are misleading or inadequate in about 5% of the patients. Such 
findings are most frequent in patients who have more than one 
disease process involving the liver, such as viral hepatitis 
superimposed on cirrhosis, obstructive jaundice concurrent with 
subclinical cirrhosis, or a primary or metastatic tumor in a 
cirrhotic liver. In this small group of patients, celiotomy may 
finally be necessary. The prolonged absence of bile from the 
gastrointestinal tract is well tolerated. In general it is well to 
temporize when the diagnosis is in doubt, although excessive 
delay in elderly patients may bring some increased operative 
risk. 


Errors in Evaluation of the Severity of Hypertension. H. A. 
Schroeder and H. M. Perry Jr. Am. Heart J. 51:776-781 (May) 
1956 [St. Louis]. 


The authors emphasize the necessity for careful examination 
of patients to whom potent antihypertensive drugs are to be 
given in order to be sure that sustained hypertension is actually 
present. In 15 of 247 patients hospitalized for the purpose of 
using ganglionic blocking agents, the hypertension was found 
to be mild or intermittent. Orders were given that the blood 
pressure be measured by a nurse every four hours, day and 
night, and charted; this routine included both resting (or “ba- 
sal”) values and those attained during normal activity. 
Patients were not confined to bed, All were subjected to 
various diagnostic procedures that were often new to them, 
such as electrocardiography, intravenous pyelography, studies 
of renal function, and the injection of drugs for specific tests. 
An attempt was made to avoid psychotherapeutic influences. 
The range of blood pressure found by the referring physicians 
in their offices, the levels found on admission to the hospital 
by resident physicians, and those measured by nurses every 
four hours were compared. 

In these 15 patients marked falls to normotensive levels 
occurred under the routine of the hospital. In nine, the level 
of blood pressure became normal overnight. In the remainder, 
a more gradual decline to normal levels (140 mm. Hg systolic 
and 90 mm. diastolic) was attained in from two to six days. 
The mean decline from admission (physician’s) to lowest 
(nurse’s) levels was 71 mm. Hg systolic and 31 mm. diastolic; 
the diastolic range was 16 to. 80 mm. Hg. Seven patients 
subsequently exhibited mildly hypertensive levels before 
discharge. Therefore in no case could ganglionic blocking 
agents be used. Five of these patients, a year or more later, 
required hydralazine and reserpine for control of 
pressure at normal or near normal levels, while the remainder 
are taking reserpine alone. It appears probable that, if these 
patients had become accustomed to having their blood pressures 
measured frequently, significant results would have been 
produced by any drug or procedure. In fact, results in some 
cases would have been dramatic, with overnight reduction in 
systolic pressures of 80 to 100 mm. and in diastolic of 30 to 
60 mm. Hg. That nothing was done except an evaluation in 
the hospital indicates that some persons exhibit hypertension 
when blood pressure is measured by a physician and may not 
at other times. 

Undoubtedly, intermittent and severe hypertension would 
have resulted from the use of blocking agents. Any single 
reading of blood pressure is at best an approximation subject 
to interpretation in the light of various other more stringent 
diagnostic measures. There may be such a thing as a “manomet- 
ric reflex” in patients sensitized to the existence of their own 
hypertension. When the cuff is wrapped about the arm, 
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intense neurogenic vasospasm may occur before the examiner 
has time to inflate it. Furthermore, the act of compression of 
the cuff may raise blood pressure. In evaluating the effect of 
potent antihypertensive drugs, the subjects must be carefully 
screened in order to exclude such labile patients. 


Purely Mineral Form of Addison’s Disease of the Hypoal- 
dosteronism Type. A. Lichtwitz, R. Parlier, D. Hivco and M. 
Delaville. Presse méd. 64:801-804 ( April 28) 1956 (In French) 
[Paris, France]. 


The authors report the case of a middle-aged woman with 
all the clinical signs of Addison’s disease, namely, melanodermia, 
asthenia, wasting, digestive disorders, and arterial hypotension. 
The diagnosis was confirmed by the fact that she had sodium 
depletion and was benefited by the administration of sodium 
chloride, desoxycorticosterone, cortisone, and hydrocortisone. 
Nevertheless, tests performed to assess adrenal function gave 
normal results from the standpoint of metabolism (fasting 
blood sugar level, water elimination ), tissue response ( eosinophil 
count), and endocrine function (17-ketosteroids and 
oxysteroids ). Having ruled out possible extra-adrenal causes 
of sodium loss, the authors studied the patient’s adrenal 
function dynamically and found  hyper-reactivity to the 
glucotissular hormones. Thus the patient’s condition could 
not properly be called adrenal insufficiency; rather it was a 
disorder of intra-adrenal steroid metabolism. This case repre- 
sents the most typical example of dissociated adrenal insuffi- 
ciency yet to be published. Only the mineralocorticoids were 
affected, which suggests the possibility of isolated hypoaldo- 
steronism. However, the possible role played by other mineral 
hormones of the adrenal cortex is not to be discounted. 


Present Outlook of Patients with Recently Acquired Diabetes. 
K. M. West. South. M. J. 49:468-474 (May) 1956 [Birming- 
ham, A 


Much recent work showed clearly the marked differences in 
the clinical course of diabetes mellitus depending on the age 
at onset of the disease. The life expectancy of the carefully 
managed diabetic patient with onset of the disease in later or 
middle life is now only slightly below normal, and the moderate 
impairment of longevity is principally caused by excessive 
coronary atherosclerosis. The lite expectancy for young 
patients with diabetes mellitus treated with average efficiency 
is about one-half of normal and is impaired principally because 
of glomerulosclerosis. Indirect evidence suggests that careful 
control of glycemia may delay the development of athero- 
sclerosis, but this has not been proved. The longevity of young 
patients with diabetes mellitus is substantially improved when 
exceptionally good initial education, continuous skillful super- 
vision and encouragement, careful manipulation of diet, insulin, 
and exercise in an attempt to maintain sugar-free urine permit 
continuous control of glycemia. The evidence is strong that 
diabetes mellitus inadequately controlled is attended by a 
decreased life expectancy. 


SURGERY 


Cardiac Arrest. T. H. Hewlett, C. W. Gilpatrick and W. E. 
Bowers. Surg. Gynec. & Obst. 102:607-615 (May) 1956 [Chi- 
cago]. 


This report is concerned with 28 patients in whom a diag- 
nosis of cardiac arrest was made at Brooke Army Hospital 
during the five-year period from 1950 to 1954. When in July, 
1953, it was noted that there had been a marked increase in 
the number of cardiac arrests with discouraging end-results, 
the various aspects of the problem were discussed at a staff 
meeting. The effectiveness of this discussion was evidenced by 
the more frequent recognition of cardiac arrest and the in- 
creased resuscitation and survival rates after 1953. Of the eight 
patients in whom cardiac arrest had been diagnosed before 
September, 1953, only two were resuscitated and only one of 
them survived, whereas of the 20 in whom arrest was recog- 
nized between September, 1953, and January, 1955, 12 were 
resuscitated and 6 survived. The 28 patients included 10 
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children whose ages ranged between 3 weeks and 11 years. 
Two of the children were good-risk patients and 8 were poor- 
risk patients. The primary disease of eight of the children in- 
volved chronic anoxia, which in six of them was due to con- 
genital heart disease. Factors contributing to arrest, such as 
anoxia, circulatory deficit, or toxemia, existed in seven patients 
before the induction of anesthesia, and in two contributory 
factors became manifest during induction of anesthesia. Eight 
of the children received gas-oxygen-ether anesthesia. Arrest 
developed during operation in eight, during induction of anes- 
thesia in one, and during the postoperative period in one. 
Mechanisms initiating arrest, noted in cight children, were in- 
tracardiac or great vessel manipulations in four, massive hemor- 
thages in one, acute hypoxia due to faulty position of the 
endotracheal tube in one, endotracheal aspiration in one, and 
change of position in one. The treatment of arrest in all these 
patients was rhythmic cardiac compression. The defibrillator 
was used in only one patient. One patient survived without 
sequelae, and one survived 14 hours. Seven of the 10 children 
were undergoing surgical treatment, and three were under- 
going diagnostic studies on the heart. 

Of the 18 adult patients, 13 had chronic anoxia before 
operations. The prognosis in eight of this group was considered 
hopeless. The anoxia was attributable to chronic cardiac dis- 
ease in four and to toxic states in nine. Factors favoring cardiac 
arrest were present before operation in 12 patients and de- 
veloped in the operating room in three patients. Arrest de- 
veloped during operation in 10 patients, during the induction 
of anesthesia in 4, and postoperatively in 3. In one patient 
with pulmonary edema arrest developed during tracheal aspira- 
tion. Tracheal stimulation resulted in arrest in three of the 
patients; in one of these ventricular fibrillation developed dur- 
ing tracheal intubation seven days after the arrest. This patient 
survived both of these catastrophes but died of his disease 36 
days later, Treatment was carried out on 17 patients 18 times; 
one patient was not treated. Electrical defibrillation was used 
in two patients. Considering the entire group of 28 patients, 
50% were successfully resuscitated, but several deaths occurred 
between 2 and 24 hours after resuscitation, so that the survival 
rate was 25%. Thus, even after self-sustaining rhythm was re- 
established, myocardial rhythm in 25% of the patients was in- 
sufficient to maintain cardiac action. Cardiac disease and 
toxic states make patients susceptible to cardiac arrest; anoxia 
seems to be the common denominator. In the patient suscep- 
tible to arrest, prophylaxis depends on accurate physiological 
evaluation, preoperative fortification, and careful induction of 
anesthesia. 


Studies in the Recognition of Strangulating Intestinal Obstruc- 
tions with Special Reference to the Value of Pneumoperitoneog- 
raphy. J. F. Perry Jr., $8. C. Von Drashek and O. H. Wangen- 
steen. Surgery 39:725-735 (May) 1956 [St. Louis]. 


The early diagnosis of strangulating intestinal obstruction is 
highly important because, among patients with such obstruc- 
tions treated before gangrene occurred, the case fatality rates 
were no greater than in those with nonstrangulating obstruc- 
tions. In patients with strangulating obstructions that had 
progressed to gangrene, however, case fatality rates were four 
to five times greater. Typical clinical signs suggesting the 
diagnosis of intestinal strangulation do not occur in all patients 
with this condition. In the experience of these authors, ab- 
dominal tenderness has been the most constant of these signs, 
yet it has been noted in only 86% of the patients with intestinal 
strangulation. The next most common sign, leukocytosis above 
10,000, was present in only 65%. Intestinal colic, rebound ten- 
derness, and elevated temperature (over 100 F [37.8 C]) were 
each found in less than half of the patients. The authors 
describe several methods by which they attempted to demon- 
strate the presence of strangulated intestinal loops in experi- 
mental animals. These experiments included aortography, the 
introduction of a radiopaque medium intravenously, the intra- 
venous injection of chromium-tagged (Cr®!) red blood cells, 
and finally p . The last of these methods 


has been most successful. Air is introduced by passing a 15- 
gauge needle through a procaine wheal in the skin of the 
abdominal wall. After the parietal peritoneum has been pene- 
trated, a small-bore polyethylene tube is introduced through 
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the needle and 8 to 10 cm. is threaded into the peritoneal 
cavity. The needle is then withdrawn over the tube, leaving it 
in place. This reduces the chance of visceral injury or extra- 
peritoneal injection. The site of election for placement of the 
needle has been the right lower quadrant. In the presence of 
many prior abdominal incisions, any suitable alternative site 
may be selected. Small volumes of air, less than 1,000 ml., 
have been enough to demonstrate strangulating lesions. Pneu- 
moperitoneograms have demonstrated closed loop obstructions 
most clearly. Simple venous infarctions were less well visual- 
ized, and arterial infarctions could not be differentiated from 
normal intestine. The authors believe that the use of this 
method will result in earlier detection of strangulating intestinal 
obstructions. 


Mixed Tumor of Parotid Gland: A Case. M. H. Da Silva Bastos. 
Rev. med. e cir. Sao Paulo. 16:147-162 (March) 1956 (In 
Portuguese ) [Sao Paulo, Brazil]. 


A woman requested removal of a tumor in the parotid gland, 
which had grown for five years to a large size deforming her 
face. The tumor was painless and benign, as shown by exam- 
ination of a biopsy specimen. It was removed by intraglandular 
enucleation through a definite line of cleavage. The patient had 
two blood transfusions of 500 cc. each on the day before and 
during the operation respectively. The incision was vertical, 
starting on the lower line of the zygomatic border and follow- 
ing about the ear lobe up to the level of the sternocleidomastoid 
muscle. Antibiotics, calcium gluconate, and vitamins C and B 
were given daily. There were no complications. The removed 
tumor ~was multinodular and measured 10 by 9 by 5 cm. The 
cosmetic results of the operation were satisfactory. After opera- 
tion all facial movements were normal and the scar of the incision 
was fine and smooth. The author concludes that mixed tumors 
of the parotid gland should be removed, if possible by intra- 
glandular enucleation, which insures protection to the nerves 
in the field of the operation. Subtotal parotidectomy is indi- 
cated when intraglandular enucleation cannot be made because 
of rupture of the glandular capsule. Total parotidectomy is 
indicated in patients with malignant tumors simulating mixed 
tumors of the parotid gland. Mixed tumors do not become 
malignant. When biopsy shows malignancy, a diagnosis of 
mixed tumor, previously made, is erroneous. Mixed tumors of 
the parotid gland do not respond to roentgen therapy, which 
is useless after surgical removal of the tumor. Parotidectomy 
does not prevent recurrences, but it diminishes their frequency. 
As recurrences of the tumor may occur many years after the 
operation, a follow-up for several years after the operation is 
necessary to assure the absence of a recurrence. 


An Evaluation of Peripheral Arteriosclerotic Insufficiency Utiliz- 
ing Radioactive Iodinated Human Serum Albumin. E. J. Halli- 
gan, J. C. Gibbs Jr., R. V. Grieco and J. E. McKeown. Surg. 
Gynec. & Obst. 102:511-516 (May) 1956 [Chicago]. 


Studies were made on the lower extremities of 75 patients 
belonging to four different groups: (1) relatively normal with 
no clinical evidence of vascular diseases (their arteriograms 
were normal); (2) with clinical evidence of early arterial in- 
sufficiency characterized by intermittent claudication; trophic 
changes of the skin. muscle, and nails; loss of hair on toes and 
legs; slight blanching on elevation of the foot; or occasional 
rest pain; (3) with one or more of the symptoms of the group 
2 patients plus a solitary slightly infected ulcer en one or more 
toes, cellulitis of the foot, and early gangrenous changes; (4a) 
with marked atrophy of the muscle, dry gangerene of one or 
more toes, and fairly constant rest pain (arteriography showed 
obstruction of the major blood vessels and the peripheral pulses 
below the femoral artery were obliterated); and (4b) those 
admitted with clinical evidence of acute or subacute occlusion 
of the major vessel in the lower extremity and with a line of 
demarcation below the knee giving the impression of thrombotic 
occlusion superimposed on arteriosclerotic plaques or emboliza- 
tion. 

During the test, which is made with the patient in the 
recumbent position, the face of the lead-shielded scintillation 
counter is placed in contact with the medial malleolus. Forty 
microcuries of radioactive iodinated human serum albumin, 
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1 cc. in volume, are injected into an antecubital vein. When 
the injection is completed, the counts per minute, recorded 
graphically by an Esterline Angus plus count rate meter ap- 
paratus, show a gradual increase to a point at which they be- 
come more or less constant, the so-called plateau. The period 
from the initial increase in counts per minute above background 
to constant level or plateau is termed the time of equilibrium, 
and from this is derived the circulation index as described by 
Krieger and associates. After equilibrium is established, the 
number of counts is determined for one-minute periods. Counts 
are taken over the ankle, calf, and thigh and compared to read- 
ings taken over the region of the femoral artery near the in- 
guinal ligament. They are converted to percentages using 
counts over the region of the femoral artery as 100%. Com- 
parison of ankle counts to femoral counts was the most im- 
portant, and this proportion was used as the ankle-to-femoral 
(A/F )ratio, These percentages have been used for comparison 
of patients because actual counts do not allow for variations in 
size, body build, and differences of circulation between ex- 
tremities. If, in addition, a reliable ratio could be obtained 
between various landmarks of the same extremity, this would 
aid in estimating the status of the circulation of the extremity 
in more detail. This preliminary study confirms the belief of 
Krieger and associates that this method is more accurate than 
other clinical methods currently available in evaluating the cir- 
culation. This method is safe and relatively simple and may be 
repeated for diagnostic as well as prognostic purposes. It has 
shown promise as a method of study of the reserve vascular bed 
and of ways to alter it, such as intra-arterial medicaments and 
lumbar sympathectomy. As a result of studies with this method, 
it is believed that vasodilator drugs may be continued after 
sympathectomy. The use of sympathectomy in patients with 
arteriosclerosis obliterans should be limited to those patients 
with moderate disease, embolism, and vasospastic conditions. 


Results of Radical Operations in 143 Anal Fistulas (Evaluation 
of One-Step Sphincteral Division in One-Stage and Multi-Stage 
Operations). F. Stelzner. H. Diet] and H. Hahne. Chirurg 
27:158-162 (April) 1956 (In German) [Berlin, Germany]. 


The old nomenclature differentiated extrasphincteral and 
intrasphincteral anal fistulas, the latter developing within the 
subcutaneous and submucous tracts. Extrasphincteral anal 
fistulas may be subdivided into the true extrasphincteral and 
transsphincteral forms. The former perforate the levator ani 
muscle and nearly always have straight tracts or sinuses; the 
external opening is generally more than 5 cm. from the anus. 
This form is rare, accounting for less than 3% of all anal 
fistulas. The more frequent of the external anal fistulas, those 
with which this paper is chiefly concerned, are the trans- 
sphincteral fistulas. They should be treated by a one-step 
sphincteral division. This has the advantage that there is a good 
survey over all secondary sinuses and that it is easy to find the 
internal opening. If the tracts are straight, a one-stage opera- 
tion is possible, but if the tracts are curved and pass around 
more than one-fourth of the anus, then two or more operations 
are necessary. The division of the sphincter should, however, 
always be done in one step. 

Attention should be given to the following factors when the 
one-step sphincteral division is employed: 1. The sphincter 
should be divided only in the direction vertical to the course of 
the muscle fibers; the division should not be oblique. 2. During 
a one-stage operation only straight sinuses can be completely 
divided. 3. The curved fistular tracts that go in the direction of 
the coccygeal bone should, during the first operation, be split 
only up to the sphincter. Fourteen days to four weeks later, 
depending on the extension of the sinus tracts, it is possible to 
divide the sphincter in one step. 4. The packing used in the 
funnel-shaped wound that is produced by skin excision should 
never be left in place longer than four days. It serves only for 
hemostasis, and if it is left in place too long, the result is a deep, 
ditch-like scar. This cicatricial trench is a typical result of 
faulty removal of fistulas and may be followed by rectal 
incontinence, If the incision in sphincteral division has been 
made correctly, the cut surfaces immediately adhere again, 
at least in the upper portion, together with the levator ani 
loop, when the puborectal muscle is not damaged. Any attempt 
to secure the cut ends of the sphincter by “overcasting sutures” 
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and step-by-step division results in excessive scar formation 
that impairs the function of the sphincter. The authors compare 
the results obtained in 70 patients with anal fistulas, mostly 
of the transsphincteral type, in whom various operations 
were performed. with those obtained in 73 patients, all with 
transsphincteral anal fistulas, in whom the one-step sphincteral 
division was used. Whereas in the first group 10% had relapses. 
10% had rectal incontinence, and 30% had a weak sphincter, 
the results in the second group were much more favorable, 
in that none of these patients had either relapse or incontinence 
and only 17% had a weak sphincter. 


Tenovaginitis Stenosans at the Carpal Tunnel. S. F. Reid. Aus- 
tralian & New Zealand J. Surg. 25:204-213 ( Feb.) 1956 [Mel- 
bourne, Australia]. 


The carpal tunnel is a tendon sheath shared by the median 
nerve and the carpal flexor group of tendons. Narrowing of the 
tunnel produces symptoms in the median nerve. The first 
symptom is acroparesthesia (numbness, tingling, and painful 
burning in the fingers, often radiating up the forearm, some- 
times even as far as the shoulder) later followed by thenar 
wasting, weakness, and sensory loss. Restriction of movement 
of the flexor group of tendons is commonly present. Acropar- 
esthesia occurs most frequently at night. In mild cases it is 
present only in the morning on waking. When severe, the 
patient may have to get up several times at night and wave the 
arm to obtain relief. In some patients, in addition to the noc- 
turnal manifestations, use of the arms during the day in knit- 
ting, sewing, and other work will aggravate the symptoms. 
A lump or swelling over the midventral portion of the wrist is 
sometimes present. Although the syndrome of tenovaginitis 
stenosans of the carpal tunnel has been recognized only in 
recent years, reports of patients presenting various of its mani- 
festations may be found in the literature of the late 19th 
century. Of the author’s series of 28 patients, 18 were women 
in the age range between 37 and 53 vears in whom the disorder 
was bilateral and in whom acroparesthesia was the only 
symptom that had undergone remission and exacerbation for 
up to two years. These 18 women were treated by the oral 
administration of estrogens. All obtained symptomatic relief. 
The other 10 (including 2 men) were operated on. Enlarge- 
ment of the median nerve was observed in all of these patients. 
Idiopathic or spontaneous median nerve compression at the 
carpal tunnel results from generalized circumferential narrow- 
ing of the tunnel. The thickening of the walls may be due to 
general diseases causing swelling of the connective tissues or 
to edema as the result of hormonal factors. 


Treatment of Chronic Burns with Special Regard to Destruction 
of Erythrocytes and Need of Transfusion. L. Troell, O. Nor- 
lander and B. Johanson. Nord. med. 55:398-401 (March 22) 
1956 (In Swedish) [Stockholm, Sweden]. 


The disturbances in metabolism, with increased breaking 
down of protein and resulting negative nitrogen balance, to- 
gether with anemia resistant to treatment and deep infection in 
the burns, are the most important causes of the delayed con- 
valescence that occurs in slow-healing burns. There are often 
simultaneous psychic disturbances with depression and apathy, 
which make treatment even more difficult. The anemia may 
depend on acute hemolysis of erythrocytes damaged by burns, 
reduced formation of hemoglobin due to inhibited bone marrow 
function, and continuous loss of blood from infected granulat- 
ing surfaces. In six patients with slow-healing burns, the 
average maximal reduction of total hemoglobin was 42%; of 
blood volume, 27%; of body weight, 28%; and of hemoglobin 
concentration, 38% of the normal values. The increased 
carboxyhemoglobin values, observed in almost all of the patients, 
testify to increased destruction of erythrocytes. The need of 
blood transfusions in the treatment of patients with slow-healing 
burns is greater than has previously been assumed. Adminstra- 
tion of about 2 liters of blood weekly is recommended in the 
treatment of these patients together with a diet rich in protein 
and calories. When the tendency to anemia decreases parallel 
with the healing of the burns after grafting, the administration 
of blood can be decreased. The need for blood transfusion is 
best estimated by determinations of the total hemoglobin. 


The Management of Acute Gastroduodenal Hemorrhage. T. A. 
Lamphier, W. Wickman, $. White and ft. Gilbert. Am. J. Surg. 
91:786-790 (May) 1956 [New York]. 


The problem of differential diagnosis of gastrointestinal 
bleeding resolves itself for the most part about the management 
of peptic ulcers, which cause at least 65% of gastroduodenal 
bleeding. An aggressive therapeutic program is instituted as 
soon as the diagnosis is reached after complete history and 
physical examination. Acute blood loss is compensated for by 
the immediate administration of plasma. a plasma expander, or 
isotonic sodium chloride solution. These measures are essen- 
tially stop-gap in character until compatible whole blood is avail- 
able for transfusion. Sedation plays a vital role in the treatment 
of these patients who tend to be nervous and anxious. Small 
subcutaneous doses of barbiturates are preferred for this pur- 
pose. They may be combined with atropine. Nothing is given by 
mouth because of the possibility of early operation. Vitamin 
K (20 mg.) is given immediately and continued routinely every 
24 hours. During the phase of active bleeding the nurses 
should be instructed to note every 15 minutes any evidence of 
syncope, pallor, or apprehension. If control of bleeding has 
been attained after 18 to 24 hours, a feeding program may be 
started similar to that described by Rossett and Stephenson. 
Emergency operation should be offered only to those patients 
who cannot be controlled by transfusion after their initial re- 
covery from shock or to those who have had previous attacks 
of bleeding. If a patient requires over 1,500 cc. of whole blood 
daily or more than 300 cc. every eight hours, spontaneous cessa- 
tion of hemorrhage is unlikely and operation is mandatory. 
Repeated syncope should indicate that spontaneous cessation of 
bleeding probably will not occur. This is the single most im- 
portant symptom relative to early operation. High resection is 
the most desirable operation to control bleeding and minimize 
recurrence. The exclusion principle with secondary resection of 
the distal segment should be considered if the duodenum is 
involved in an acute inflammatory mass. The teamwork ap- 
proach, utilizing the internist, roentgenologist, surgeon, and 
anesthetist concurrently, should reduce the hospital mortality 
for this serious condition. 


Pectus Excavatum and Pectus Carinatum: Report on the Sur- 
gical Treatment of Eleven Patients. W. C. Davis and F. V. 
Berley. Am. J. Surg. 91:770-776 (May) 1956 [New York]. 


Funnel chest (pectus excavatum) is a congenital anomaly of 
the anterior chest wall in which the sternal body forms a de- 
pression that may reach the vertebral bodies or pass to either 
side into the paravertebral gutters. Pigeon breast (pectus 
carinatum) is an uncommon congenital abnormality of the an- 
terior chest wall, wherein the sternal deformity is convex. Both 
are caused by an unequal growth of ribs and costal cartilages 
and not primarily by any abnormality of diaphragmatic tendons. 
It is best to correct these defects before they have caused ir- 
reversible postural, cardiovascular, and pulmonary complica- 
tions. A series of 11 patients (10 with pectus excavatum and 
one with pectus carinatum were operated on. Ravitch’s opera- 
tion was performed on the patients with funnel chest. The 
costal cartilages involved in the deformity were excised sub- 
perichondrially. Transverse wedge osteotomy of the sternum 
was performed, and the corrected sternal position was held with 
interrupted wire sutures at the osteotomy site. External fixation 
is unnecessary except in adults. The operation for pigeon breast 
consisted of excision of the xiphoid and lower three costal carti- 
lages subperichondrially and reverse wedge transverse tran- 
section of the sternum. The postoperative results were considered 
good in all the patients. Complications were never major. 
They consisted of minimal pneumothorax in three patients, and 
the condition was controlled easily. Three patients had post- 
operative serum collections in the wounds; all were easily re- 
moved by aspiration. The possible dangers associated with 
treatment of these conditions should not contraindicate opera- 
tion when proper indications are present. Follow-up was pos- 
sible in nine patients with funnel chest and in the patient with 
pigeon breast. All obtained good cosmetic results, and most of 
the preoperative symptoms, including pronounced loss of res- 
piratory reserve and cardiac symptoms, were greatly improved. 
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Absorption of Ascitic Fluid by a Pedicled Flap of Intestinal 
Mucosa Exposed Within the Peritoneal Cavity. C. G. Neumann, 
N. S. Braunwald and J. W. Hinton. Plast. & Reconstruct. Surg. 
17:189-195 (March) 1956 [Baltimore]. 


Partial constriction of the inferior vena cava has been used to 
produce a continuing ascites in dogs. Eight similarly prepared 
animals were subjected at laparotomy to the exposure within 
the perotoneal cavity of segments of ileal mucosa varying from 
4 to 8 in. In these animals, the accumulation of ascitic fluid 
either did not recur or recurred in greatly reduced quantities 
over periods of observation up to six months. Microscopic 
examination of the internally exposed ileal mucosa revealed 
that it retained its histological integrity. The serosal surfaces 
within the peritoneal cavity presented a predominantly mono- 
nuclear reaction in scattered patches. The authors believe that, 
whatever the mechanism leading to the relief of ascites 
secondary to caval constriction on exposure of ileal mucosa 
within the peritoneal cavity, the possibility presents itself that 
ileoentectropy (turning the ileum inside out) may be adaptable 
to the amelioration of ascites in clinical states such as cirrhosis 
of the liver, some types of renal disease, and peritoneal carcino- 
matosis. 


Comparison of Results of Surgery and Chemotherapy in Tuber- 
culosis of the Kidneys. R. Hohentellner and W. Lorbek. Tuber- 
kulosearzt 10:211-216 (April, 1956 (In German) [Stuttgart, 
Germany]. 


Follow-up studies were made on 66 patients who were 
treated for renal tuberculosis during the years between 1938 
and 1954. Forty-five of the patients, treated betore 1948, dur- 
ing the preantibiotic era, are classified as group 1, and the re- 
sults obtained are compared with those obtained in the 21 
group 2 patients treated since 1948. Thirty-seven of the group 
1 patients were subjected to nephrectomy for a_ unilateral 
tuberculous process, and they received no chemotherapy. Nine 
of these patients died, four of miliary tuberculosis and the other 
five of cavernous renal tuberculosis of the remaining kidney. In 
17 of the remaining 28 patients the remaining kidney was free 
of tubercle bacilli; five had bacilli, and tuberculous changes 
were roentgenologically demonstrable in the remaining kidney. 
The other six patients could not be traced. The eight patients 
of group |, who were not operated on because of bilaterality of 
the renal tuberculosis, received sanatorium treatment. Four of 
those died of uremia, and autopsy revealed bilateral renal 
cavitation; two were cured, and two could not be traced. Fit- 
teen of the patients in group 2 who had unilateral renal tu- 
berculosis were subjected to nephrectomy after preparatory 
chemotherapy, and 13 of these were cured, one died, and in 
one a residual cavity was found in the rema:ming kidney. In 
five of the six patients treated by chemotherapy only, tubercle 
bacilli had not been found for two years and roentgenoscopy 
showed the tuberculous process to be stationary. In the sixth 
patient the tuberculous process was still active. These results 
indicate the superiority of chemotherapy cither as a preparation 
for nephrectomy or as the only treatment, particularly when the 
diagnosis is established early. 


Acute Stoneless Cholecystitis. [. B. Gibbons and J. W. Baker. 
A.M.A. Arch. Surg. 72:773-779 (May) 1956 [Chicago]. 


Most gallbladders surgically removed contain stones. The 
incidence of cholelithiasis in published cholecystectomy series 
ranges from 75 to LOO% (average 92.5%). Of 542 patients who 
underwent cholecystectomy in the five years ending August, 
1954, there were 13 whose gallbladder was essentially normal 
and 14 with histologically confirmed cholecystitis in whom 
stones were absent. Five of these 14 patients had gangrene of 
the gallbladder. Patients with acute stoneless cholecystitis did 
not present the usual findings of gallbladder dysfunction in that 
they had no previous digestive symptoms and were notably free 
of colic. They could be likened to victims of acute appendicitis 
or pancreatitis in that the presenting illness was unheralded. 
Sudden departure from previous good health and digestion was 
particularly striking. Physical findings were misleading only in 
the gangrenous form, in which the abdominal pain and tender- 
ness did not always center in the gallbladder area. Helpful but 
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seldom encountered physical signs included a palpable gall- 
bladder when torsion or empyema of the viscus had occurred 
and scleral icterus due to associated cholangitis. In the non- 
gangrenous forms of stoneless cholecystitis in which time for 
cholecystography was available, x-ray examination proved gen- 
erally helpful. Gangrene of the gallbladder without stones 
seems to occur mostly in old men. The clinical results of 
chol cystectomy in patients with stoneless cholecystitis were 
excellent. Postcholecystectomy symptoms were absent. The 
failure to discover a cause for most cases of acute stoneless 
cholecystitis emphasizes the need for more careful study of 
the problem. If a patient is found to have an acutely inflamed 
gallbladder that is free of stones, the surgeon should search for 
other causes. Congenital anomalies of the evstic duct, such as 
a partial stricture or other reasons for duct blockage, should be 
sought. Thrombosis of the cystic artery might be considered 
and has been encountered by one of these authors prior to this 
study. The contents of the gallbladder should be cultured as 
well as tested for pancreatic-enzyme and _ bile-salt concentra- 
tions. Parasitic infestation must be considered. 


Burns in Children. H. S. Allen and S. W. Day. A.M.A. Arch. 
Surg. 72:788-799 (May) 1956 [Chicago]. 


Most burns in children are preventable. Careless adults 
leave hot objects and liquids within the reach of the curious 
child. The epidermis of the child does not withstand hot liquids 
as well as the adult skin, and many full-thickness burns result 
on the scalp, face, neck, shoulders, and upper trunk as a result 
of the overturning of hot liquids from the stove or dinner table. 
Scalds of the feet and buttocks are commonplace in children 
who are often bathed in makeshift tubs. A parent may place a 
child in a tub in which water has been heated, forgetting that 
the metal container is dangerously hotter than the fluid it con- 
tains. Great care should be exercised in the use of lye about the 
house. Not only may children drink it but they may crawl into 
it when it is spattered on the floor. It is advisable to admit any 
burned child to the hospital, regardless of suspected burn 
depth, when the surface area involved is at least as large as 
the so-called flash areas, i.e., face and hands. The thin skin 
of the child may be damaged more seriously than experience 
with burns in adults would lead one to suspect. Also, the ratio 
of surface area to blood volume is less than that of adults, and 
children may evidence shock with burns of far less than 25% 
surface area. 

Operating room rules of asepsis shculd be enforced in the 
dressing room in which the burns are treated. After the burn 
is cleansed a compression dressing is applied. This is facilitated 
by the use of prefabricated flat sterile pads (burn dressings ) 
that contain 24 layers of cellucotton covered by a single layer 
of fine-meshed gauze. If desired, the burn may first be cov- 
ered by a single layer of fine-meshed gauze lightly impregnated 
with petrolatum, which aids in the subsequent removal of the 
dressing. Topical application of medicaments is not necessary, 
and their avoidance obviates the risk of sensitization. Opiates 
and anesthetics are not advocated in the initial wound care 
or in subsequent dressing changes. The burn is an open con- 
taminated wound that should be converted into a clean closed 
wound, with use of surgical excision when feasible to hasten 
removal of necrotic tissue to produce a surface that can be 
closed by skin grafts. Shock should be treated aggressively, 
with blood, plasma, or plasma expanders used to restore the 
decreased circulating blood volume. Careful clinical observation 
and the measurement of the urine output are helpful guides 
to treatment. High-calory, high-protein, high-carbohydrate diets 
are used, with supplementary tube feedings if sufficient amounts 
are not taken by mouth. 


Use of Acrylic Prosthesis in Treatment of Fractures of Radial 
Head. F. Pires de Camargo and E. Toledo de Carvalho. Rev. 
Hosp. clin. 10:395-398 (Nov.-Dec.) 1955 (In Portuguese ) 
{Sao Paulo, Brazil]. 


The use of an acrylic prosthesis as a substitute for the radial 
head is indicated when the segments of the bone are greatly 
displaced. Five cases of comminuted fracture of the radial 
head are reported. The treatment consisted of the substitution 
for the radial head of an acrylic endoprosthesis that is provided 
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with a three-laminated nail of rustless steel. This nail, entering 
into the medullary channel, firmly fixes the prosthesis in good 
position and prevents rotation. The operation was done by the 
technique previously described in which the radius is sectioned 
at the elbow. The annular ligament of the radius is protected, 
or, if it is injured, it is repaired prior to placing of the prosthesis. 
The prosthesis is well adapted by trying all the movements of 
the elbow with the prosthesis in place. Careful hemostasis is 
essential to prevent postoperative hematoma. The use of the 
Gigli’s saw is interdicted to prevent pulverization of the bone 
in the wound, which will result in ossification of postoperative 
hematoma. Immobilization in a cast for a week is followed by 
active and passive movements. The subjects of this report re- 
gained normal movements of the elbow and the forearm after 
the operation. The good results had persisted one year after the 
application of the prosthesis. This treatment permits the 
patients to enjoy great physical activity. No late complications 
were observed. 


Plantar Surfaces and the Weight Bearing Problem. D. W. Rob- 
inson. Am. Surgeon 22:442-450 (April) 1956 [Baltimore]. 


Loss of plantar surfaces presents difficult problems. There is 
no available supply of like coverage except other plantar skin. 
Skin of the sole has a thicker epidermis and a tough dermis 
that is firmly attached through the subcutaneous tissue by 
fascial strands to the dense plantar aponeurosis. The strands 
separate firmly packed fatty lobules, which make up a resilient 
pad that can allow movement and at the same time protect 
underlying bone, tendons, nerves, muscles, and blood vessels. 
Following loss of skin from any cause, the simplest coverage 
possible with the easiest procedure should be the aim, but 
simple closure of a wound or operative incision may place a 
sear over a bony prominence or in the wrong direction oi skin 
tension. If there is an adequate subcutaneous protective pad 
over the bone, a free full-thickness skin grait from the leg, 
abdomen, loin, or groin will give good surface coverage. If 
tissue padding for protection of the weight-bearing point is 
needed, a local flap often can suffice as a sliding flap or more 
often a local rotation flap. In either case the donor bed is 
usually covered (from a less important weight-bearing surface ) 
with a full-thickness skin graft. A filletted toe flap is helpful only 
when the defect is no greater in diameter than 2 cm. and is 
close to the base of a toe. Coverage from a distance is best 
accomplished by a cross-leg pedicle, direct or delayed, accord- 
ing to the position possible for the legs, the local blood supply, 
and age of the patient. The opposite calf or anterior thigh are 
the donor sites. 

After-care is just as important for success as the operation. 
Orthopedic consultation preoperatively and _ postoperatively 
should help solve the difficult problem of shifting the weight 
from the new surface until it is firm, viable, and with sufficient 
sensation to protect itself from injury. Special shoes, metatarsal 
bars, arch pads, sponge rubber, or felt can be used to protect 
the grafts. Complete rest by staying off the feet for two to three 
weeks at first, the wearing of a resilient mechanical pressure 
dressing for another month, and graduated weight bearing with 
cane or crutch are important. Ordinarily, 3 months are required 
for sensation to return to free grafts and 6 to 12 months for 
flaps, but the patient need not stay off his feet entirely for this 
time. Frequent inspection is necessary and extra precautions 
and rest are required when grafts appear red or blistered. 


Repair of Long-Standing Wounds and Trophic Ulcers with 
Preserved Skin. Ye. D. Chirvina. Vyestnik. khir. 77:71-76 
(April) 1956 (In Russian) [Moscow-Leningrad, U.S.S.R.]. 


Histological examination of preserved human skin was _per- 
formed every day for a month, Three types of structural change 
were noted: (1) small-cell infiltration, (2) nuclear changes 
with formation of small accessory nuclei, and (3) degeneration 
of nerve fibers with enlargement of Schwann’s cells. Despite 
these structural changes, the skin kept its viability. It has the 
capacity of “taking” on decomposed granulations that have 
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undergone bleeding and on lesions with extensive tissue break- 
down. Clinical data on 32 patients with trophic ulcers and 16 
with unhealed wounds of long standing indicated that preserved 
skin is superior to fresh skin for the repair of these lesions be- 
cause of its greater flexibility. 


Surgical Oophorectomy and Adrenalectomy in the Management 
of Advanced Breast Cancer: Clinical Indications and Results. 
C. Eckert, W. O. Aikman, T. E. Weichselbaum and others. 
South. M. J. 49:437-444 (May) 1956 [Birmingham, Ala.]. 


Thirty women between the ages of 33 and 67 years with 
advanced cancer of the breast underwent total adrenalectomy. 
Premenopausal and menopausal patients were to have a pre- 
liminary oophorectomy unless a previous pelvic operation had 

en performed or a definite history of pelvic inflammation was 
obtained. In the latter case x-ray sterilization was carried out. 
If there was lack of response or further progression, adrenalec- 
tomy was to be performed. In postmenopausal patients, 
oophorectomy and adrenalectomy were to be performed with- 
out an interval for observation. The posterolateral extraperi- 
toneal approach with resection of the 12th and occasionally 
section of the 11th rib was used for adrenalectomy, which was 
carried out as a one-stage procedure with the patient in the 
prone positon. Replacement therapy was started 24 hours 
before adrenalectomy, 100 mg. of cortisone being given intra- 
muscularly, One hour before the operation the patient received 
an additional 100 mg. Postoperatively, 100 mg. of cortisone 
was given intramuscularly every 4 hours for 24 hours, with 
rapid decrease in dosage until a maintenance level of 37.5 to 
50 mg. of cortisone given orally every 24 hours was reached. 
The maintenance dose should be fractionated at six-hour in- 
tervals. 

Of the 30 patients operated on, the response was evaluated 
in 28. Nine were improved, and objective improvement in the 
form of measurable decrease in soft tissue tumor was observed 
in four. Incomplete regression of pleural and pulmonary 
metastases was observed in one patient. Definite sclerosis of 
osteolytic metastases was observed in only one patient. In one 
patient who was bedridden betore the adrenalectomy, the blood 
calcium level was 17.5 mg. per 100 ml. After the adrenalectomy 
this patient became ambulatory, and within six weeks the blood 
caicium level was restored to normal, where it was maintained. 
In three patients only subjective improvement was noted. The 
age of the patients who were improved varied from 37 to 55 
years. Six patients died without leaving the hospital after 
adrenalectomy. One of these patients died of advanced cancer 
betore the adrenalectomy was completed. One patient died on 
the second postoperative day presumably of acute adrenal in- 
sufficiency. The remaming tour deaths were caused by increased 
intracranial pressure secondary to cerebral metastases or ex- 
tensive lympnangitic pulmonary and pleural metastases. Of the 
patients who were improved, five had undifferentiated carci- 
noma. One tumor was mucin-producing, and three showed 
ureas of moderate differentiation. In 6 of the 24 patients who 
underwent oophorectomy, microscopic metastases were found 
in the ovaries. In 11 of the 30 patients subjected to adrenalec- 
tomy, microscopic metastases were found in the adrenals. 

These data are insufficient to clarity the question concerning 
the comparative ettects of adrenaiectomy ana other methods of 
altering hormonal balance. [he authors consider it unlikely 
that a superiority susticiently great to justity adrenalectomy 
early in the course ot the pailiative management of advanced 
mammary cancer will be demonstrated. Extensive pleural and 
puimonary metastases are not likely to be affected. The opera- 
tive risk is great when this type of metastatic involvement is 
present. Adrenalectomy should be reserved for the patient who 
has shown a good response to the administration of testosterone 
and/or to oophorectomy, when the principal disease consists 
of osseous metastases or local uncontrolled soft tissue tumor. 
Patients between the ages of 40 and 50 years are more likely 
to respond to adrenalectomy than are the very young and the 
very old. No relation between the microscopic pattern of the 
tumor and the response to adrenalectomy was observed in the 
patients reported on. 
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NEUROLOGY & PSYCHIATRY 


Death Following Electroconvulsive Therapy: Report of Three 
Cases. C. M. Gaitz, A. D. Pokorny and M. Mills Jr. A. M. A. 
Arch. Neurol. & Psychiat. 75:493-499 (May) 1956 [Chicago]. 


Of 700 patients with psychiatric disorders who were given 
8,000 electroconvulsive treatments, 3 died. Two of them were 
receiving chlorpromazine. One of the patients who died be- 
longed to the group of 100 patients in whom a modified tech- 
nique for administering electroconvulsive therapy was used 
successfully and safely; it consisted of inhalations of 30% carbon 
dioxide and 70% oxygen followed by a convulsive treatment and 
then by subconvulsive “diencephalic stimulation.” The cause 
of the death of the first of the three patients, an apparently 
healthy 28-year-old Negro treated for schizophrenia, remained 
obscure, but a fatty liver, a sickling trait, minute extravasations 
in areas of the brain that might have been caused by the 
inhalations of carbon dioxide preceding the electroconvulsive 
therapy, a potentiating effect of chlorpromazine, or some 
combination of these factors may have influenced the outcome. 
The two other patients who died were aged 61 and 66 years 
respectively. Both had psychotic symptoms associated with 
cerebral arteriosclerosis. In the younger of the two, autopsy 
revealed sclerosis of the coronary arteries with scarring of the 
myocardium. These findings, combined with a borderline elec- 
trocardiogram, sudden cessation of breathing, cyanosis, and a 
questionably palpable pulse 25 minutes after the convulsive 
treatment, strongly suggested that death was caused by an 
acute cardiac incident. In the third patient, autopsy revealed 
cardiac hypertrophy, sclerosis of the coronary arteries with 
occlusion, and rupture of the myocardium in an area of appar- 
ently recent myocardial infarction. The infarction occurred 
presumably after the course of electroconvulsive therapy 
since the patient had three normal electrocardiograms before 
treatment. Death was caused by the rupture of the myocardium. 
The last two cases illustrate the difficulty of evaluating contrain- 
dications to electroconvulsive therapy in elderly patients with 
an organic brain syndrome. Recent papers tended to encourage 
the use of electroconvulsive therapy in elderly patients and 
those with cardiac disease. In general the authors agree with 
this thinking, but their experiences indicate that there remains 
a definite risk. 


On Chemical Tranquillizers. W. Sargant. Brit. M. J. 1:939-943 
(April 28) 1956 [London, England]. 


In some of the more severe tension states, chronic obsessional 
neuroses, and other neurotic conditions accompanied by per- 
sisting severe anxiety, bromides may still help to keep patients 
going when barbiturates would lead rapidly to the use of large 
~ addicting doses. It must, however, be remembered that the 
correct dosage of bromide is of the greatest importance. The 
salt intake, which controls the rate of excretion of bromide, 
helps to determine what its correct dosage should be. When 
sensibly used, barbiturates can be valuable as a form of 
psychiatric first aid in preventing aggravation of an acute 
neurosis or in keeping an acute illness from drifting into 
chronicity. They are less valuable in treating chronically 
neurotic patients, but given in small maintenance doses they 
may enable such patients to work. Short-acting barbiturates 
are much more efficient than the longer-acting ones in the 
relief of tension, but as a result they have a much greater 


tendency to create addiction and to produce severe symptoms 


on too rapid withdrawal. 

Chlorpromazine and reserpine can be sometimes used 
synergistically to help cut down the dosage of barbiturates 
needed if this is becoming too great, just as bromide can, 
and much more cheaply. Chlorpromazine has a real, if limited, 
place in the treatment of some chronically psychotic patients 
whose condition is not severe enough for any form of leukotomy, 
provided they can be maintained for long periods with fairly 
reasonable doses of the drug. Some patients with almost 
monosymptomatic and chronic obsessive and paranoid states 
in a schizophrenic setting are helped by chlorpromazine. 
Many psychotic and neurotic patients, after a modified 
leukotomy, but not before, can have their tension further 
diminished by chlorpromazine so that a full mutilating opera- 
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tion is avoided. Some patients who have had a tull rather than 
a modified operation and who also have some persisting tension 
can be helped by chlorpromazine and reserpine, but chemical 
tranquillizers have proved no substitute for even modified 
leukotomy in other patients, and they should not be regarded 
as a routine substitute for insulin shock and_ electroshock 
therapy in the treatment of all the acute and early recoverable 
schizophrenic patients. Reserpine, which can produce severe and 
suicidal states of depression, is of comparatively little help to 
chronic neurotics but may be superior to chlorpromazine in 
the hospital treatment of selected schizophrenic patients by 
producing a better quality of remission and insight than is 
generally obtained with chlorpromazine. 

new chemical tranquillizer, a (2-piperidyl) benzhydrol 
hydrochloride (Frenquel) is no routine substitute for insulin 
and electroshock therapy but may supplement it in the manage- 
ment of patients with certain types of early schizophrenia 
that might well be compared in their symptomatology to 
mescaline or lysergic acid intoxication. Frenquel also proved 
effective in certain recurrent types of depression. 


Parkinsonian Reactions Following Chlorpromazine and Reser- 
pine: Similar Reactions in the Same Patients. R. H. May and 
G. E. Voegele. A.M.A. Arch. Neurol. & Psychiat. 75:522-524 
(May) 1956 [Chicago]. 


In four women who were under psychiatric care and who 
were between the ages of 34 and 44 years, Parkinsonian reac- 
tions appeared in the course of treatment with chlorpromazine 
and likewise during administration of reserpine. In the first 
patient, tremor, waxen facies, loss of associated movements, 
a shuffling gait, and a monotonous voice with increased 
salivation occurred after she had received a total of 84.1 mg. 
of reserpine, After discontinuation of reserpine therapy, these 
symptoms disappeared and they reappeared after the patient 
had received 750 mg. of chlorpromazine in increasing doses. 
After the administration of a total dose of 1.425 gm. of chlor- 
promazine, the drug was withdrawn and within three days 
none of the side-effects were noted. The second patient re- 
ceived a total of 28.875 gm. of chlorpromazine, the largest 
daily dose being 800 mg. During the last days of treatment the 
patient showed a mask-like face, a rigid shuffling gait, and 
increased salivation. After discontinuation of chlorpromazine 
therapy these signs disappeared, but they reappeared during 
the subsequent course of reserpine therapy after a total of 36 
mg. was given in increasing doses over eight days. Similar 
disturbances occurred in the other patients, one of whom re- 
ceived a total of 1.05 gm. of chlorpromazine, while the dosage 
schedule was unknown in the other. After discontinuation of 
chlorpromazine therapy they were given total doses of 194 mg. 
and 270 mg. of reserpine respectively. One or more identical 
areas in the central nervous system appear to be affected by 
direct or referred action of either drug. 


Human Cerebral Blood Flow and Oxygen Consumption as Re- 
lated to Aging. S. S. Kety. J. Chron, Dis. 3:478-486 (May) 1956 
[St. Louis]. 


Data concerning cerebral blood flow and oxygen consumption 
in 179 persons between the ages of 5 and 93 years, obtained 
with the aid ot the nitrous oxide technique, were collected 
from the literature. They revealed a distinct correlation of these 
functions with age. During the first decade of life the values 
for both cerebral blood flow and cerebral oxygen consumption 
are high, the latter representing 48% of the total oxygen con- 
sumption of the child in the basal state. There appears to be 
a rapid fall in the general cerebral circulation about the time 
of puberty, which continues through adolescence. From the 
third decade onward, there is a more gradual but continuous de- 
cline in this function through middle and old age. The changes 
in cerebral oxygen consumption show similarly a rapid and 
then more gradual fall with advancing years. The undeniable 
postulate that oxygen consumption must at some point be 
limited by oxygen delivery makes at least tenable the hypoth- 
esis that the decreased functional acuity of the aging brain 
depends on its slowing rate of metabolism, which is, in turn, 
the result of the progressive diminution in circulation. The 
common, if not invariable, finding of some degree of cerebral 
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arteriosclerosis associated with old age, perhaps reflected in 
the progressive increase in cerebral vascular resistance, supports 
this hypothesis and provides a reasonable mechanism for the 
circulatory deficit. However, there is no crucial evidence in 
favor of this concept. and an alternative hypothesis would 
postulate that a more fundamental cerebral derangement in 
aging lies in the diminished metabolic demands of the brain. 
Whatever the cause of such reduced requirements, the re- 
stricted cerebral circulation and increased vascular resistance 
could follow rather than cause the decreased metabolisin. 
Whether achieved by the vasodilator effects of the products of 
metabolism or by some local reflex, an adjustment of the 
circulation to meet metabolic demand is reasonably well 
established in the brain as well as in other tissues. The data 
collected from the literature do not permit definite distinction 
between a primary circulatory and a primary metabolic or 
functional deficiency in the aging brain. The factors responsible 
for the changes in cerebral blood flow and oxygen consumption 
and whether one or the other is primary are important to an 
understanding of senility and to rational att. mpts to retard or 
ameliorate it. They deserve, therefore, continued investigation. 


Attitudes of Relatives of Long-Hospitalized Mental Patients 
Regarding Convalescent Leave. L. Pettit. Ment. Hyg. 40:251- 
257 ( April) 1956 [New York]. 


Examples presented by the author of the reactions of rela- 
tives of mental patients to the possibility of extended con- 
valescent leave after many years of hospitalization indicate 
a need for a judicious approach to this problem. There are 
serious emotional consequences for the relative when the life- 
time plan of institutionalization of the patient is interrupted, 
because the relative and the patient had each settled down to 
his respective role in the “institutionalitis” pattern ascribed 
to them in years past. Then, too, the very fact of long-term 
institutionalization heightens the importance to the patient of 
his relationship to this family. No matter how successful the 
interpersonal relationships of the patient within the hospital, 
it is his link with the outside world that must be strengthened, 
and that by beginning with the unit of his own family. The 
changeover of mental hospital programs from custodial care to 
skilled psychiatric treatment has resulted in a by-product for 
the relative which cannot be met wholly through the individual 
approach. A “halfway house,” operated by the hospital, would 
enable the relative to observe the patient move gradually into 
the community while still surrounded and protected by a 
medical structure. Mental health education for the general 
public has not provided educational measures to aid the 
relatives of long-hospitalized patients. The challenge is plain. 


Hyalase (Hyaluronidase) Injection for Lepromatous Nerve 
Reactions. A. S. Garrett. Leprosy Rev. 27:61-63 (April) 1956 
{London, England]. 


The use of hyalase (hyaluronidase ) to diminish the pain and 
disability in leprosy patients with severe nerve reactions was 
suggested to Garrett by Currie in 1955. At first Garrett selected 
his patients from among those with severe reactions in two 
nerves, treating the more severely affected nerve and using the 
other for comparison. This procedure was not always followed, 
as the worse nerve almost invariably became the better nerve, 
and because the condition is so painful treatment could not be 
withheld from the other nerve. Several of these patients had 
previously been treated by procaine injections, nerve-stripping, 
and codeine. At first the author dissolved one 3-mg. ampul of 
the hyalase in 20 ml. of sterile water for injection into the 
nerves, but because this proved very painful he dissolved it in 
2% procaine instead, which, although still painful, proved 
satisfactory. About 6 ml. was injected into each affected nerve, 
though account was taken of the size and length of the nerve 
affected. Injections were given at weekly intervals and a course 
of five injections per nerve was used as the standard. All 
injections were attempted intraneurally, starting from the upper 
end of the nerve, but some nerves were so hard that this was 
impossible, and a perineural injection was then given. Twenty- 
four patients were treated in this manner, and nearly all showed 
lessening of pain, reduction in size of nerves, increase in 
strength, and greater ability to feel heat and touch. In six of 
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the author’s patients the treatment was a failure, but most of 
these derived at least some benefit. This treatment holds out 
better hope for those suffering from nerve reactions than any 
treatment so far used. It is not used in patients in whom 
caseation is suspected, as the probable result in such patients 
would be a spread of the destruction by caseation. 


Emotional Problems of Adolescents. H. H. Hussey. GP 13:74- 
78 (May) 1956 [Kansas City, Mo.]. 


Adolescence is a time of extraordinary growth. At this time 
four principal influences come to bear on the emotions: (1) a 
balance between the need for security and protection in the 
home, on the one hand, and the need for independence and 
emancipation from the home on the other; (2) intellectual 
growth; (3) physical growth; and (4) the sex drive. Some of 
these influences tend to create family uneasiness. The family 
physician as a counsellor to all members of the family, and 
particularly to adolescents, has an opportunity to reduce that 
uneasiness. One strategy for enlarging his role as counsellor is 
by means of a periodic health examination. Properly used, that 
method brings families to the physician at a time when they 
are ready to listen. The family physician’s method of counseling 
adolescents is with common sense; he applies those things 
that have been helpful to him in handling other people well, 
because adolescents are people too. He uses encouraging realism 
to teach self-acceptance. He wants also, most of all, to give the 
adolescent some insight into how his parents are thinking: the 
parents’ point of view may have escaped the youngster’s atten- 
tion. After the physician has learned all he can from parents 


and youngster, he needs especially to talk with school per- 


sonnel. In any event he must decide promptly either that he 
can safely try counseling parents and adolescent or that he 
needs the help of a psychiatrist. Promptness of referral is im- 
portant, because a psychiatrist has a much better chance of 
success when he is consulted early. 


The Rehabilitation of Hemiplegic Patients. R. Berto. Minerva 
med, 47:494-496 (Feb. 21) 1956 (In Italian) [Turin, Italy]. 


Little attention has so far been paid to rehabilitation ot 
hemiplegic patients on account of their often advanced age, 
the deterioration of their mental capacities, and the recurrence 
of hemiplegic attacks. In 10 patients the stellate ganglion was 
blocked with procaine, and chlorpromazine was given. The re- 
sults were good. The patients felt partially relieved of the 
weight of the paralyzed extremities, and movements were more 
articulated. In patients with cerebral thrombosis intravenous in- 
jection of heparin rather than of chlorpromazi 1e should be given. 
The patients were shown how to move their extremities while 
lying or sitting on the bed. The patients were able to move the 
affected extremity by pulling on wires connected with pulleys. 
The author experimented with a “walking frame” similar to the 
ones used to teach children how to walk. The patients were in- 
troduced into the frame and with some help or by themselves 
were able to move around. These simple devices can make the 
edema disappear. They can prevent decubitus ulcers and pro- 
longed hospitalization. One patient, who had been bedridden 
for a long time, was able, through this treatment, to walk 
again. The effect is psychologically as wcll as physically bene- 
ficial. The patients were able to return to some activities as 
integral parts of society. 


Effects of L-Glutavite Compared with Metrazol and Vitamins 
on Aged Female Psychotic Patients. P. Barrabee, J. H. Wingate, 
B. D. Phillips and M. Greenblatt. Postgrad. Med. 19:485-491 
(May) 1956 [Minneapolis]. 


Thirty psychotic women with an average age ot 75.5 years, 
divided in three test subgroups of 10 each, were given L-Gluta- 
vite, metrazol, and vitamins (particularly nicotinic acid deriva- 
tives), respectively, for a three-month period. L-Glutavite is a 
compound of monosodium L-glutamate, niacin, thiamine mo- 
nonitrate, riboflavin, ascorbic acid, ferrous sulfate, and dical- 
cium phosphate. The mental and social behavior of the patients 
were rated before and after administration of the drugs by a 
revised Barrabee-Hyde hospital social adjustment scale and a 
special mental status scale. The Barrabee-Hyde scale uses hos- 
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pital aorms as a basis for evalution in the areas of self-care, 
cooperation, productivity, and sociability. The mental status 
scale deals primarily with intellectual functions, thought con- 
tent, mood, and affect. All patients showed significant improve- 
ment in mental and social behavior. Greatest improvement 
occurred in sociability, productivity, and thought content. Less 
outstanding were improvements in self-care, cooperation, af- 
fect, and mood. The patients who received L-Glutavite im- 
proved—and in significantly greater amounts in several instances 
—in more categories and items than did the patients in the 
two other test groups. Vitamins also influenced improvement, 
but less markedly in scope and amount than L-Glutavite, al- 
though more so than metrazol. The patients receiving metrazol 
showed least significant improvement, and it was questionable 
that metrazol caused the improvements noted, L-Glutavite may 
help by enhancing (1) cerebral tissue metabolism by producing 
an optimal supply of glutamic acid, (2) enzymatic oxidations 
by producing an optimal supply of riboflavin, thiamine, and 
ascorbic acid, and (3) effective vascular flow as a result of the 
vasodilating influence of niacin aided by the hematinic action 
of ferrous iron. 


Hibicon: A New Anticonvulsant. J. Hoenig, I. M. Crotty and 
W. R. Chisholm-Batten. J. Ment. Sc. 102:105-111 (Jan.) 1956 
[London, England}. 


Hoenig and associates report their experiences with the 
anticonvulsant N-benzly-8-chl known as Hi- 
bicon. They used the drug in a total of 40 patients, 21 of whom 
were outpatients. These included 11 patients with idiopathic 
epilepsy and major seizures; 4 with psychomotor epilepsy and 
demonstrable epileptogenic foci in the temporal lobes; and 6 
with focal epileptogenic areas in other parts of the cortex and 
with clinical forms other than psychomotor seizures, The second 
group consisted entirely of 19 inpatients; all of them had very 
intractable seizures, and some had _ personality disorders in 
addition. 

Most workers agree that a dose of 1 to 2 gm. of Hibicon 
three to four times a day is effective in most adults, whereas 
in children 0.25 to 0.5 gm. three to four times per day suffices. 
In the present series the adult patients were given 0.5 gm. 
three times per day as the initial dose irrespective of whether 
they were already receiving anticonvulsant treatment. After one 
week the previous medicament was gradually withdrawn. When 
the number of fits increased during this withdrawal period the 
daily dose of Hibicon was increased by 0.5 gm. every week. 
The Hibicon dose continued to be increased at the same rate 
after all other drugs had been withdrawn until either all fits 
were suppressed or a maximum of 1.5 gm. three times per day 
was reached. If fits still persisted in spite of the ceiling dosage, 
other drugs were added in the usual doses. Over half of the 
patients showed some improvement. It is noteworthy that all 
of the children obtained good results; not only did they have 
fewer attacks but they were also reported by the parents to be 
more alert. The drug was more effective in the outpatient than 
in the inpatient group. The authors conclude that the results 
were on the whole at least as good as with hydantoinates. 
Psychomotor attacks in particular showed an encouraging re- 
sponse. The drug is innocuous and produced only very minor 
and transitory side-effects. Hibicon is a valuable addition to 
the anticonvulsant armamentarium. 


Investigations of Secondary Effects of Isoniazid and Strepto- 
mycin Therapy in Tuberculous Meningitis on the Central 
Nervous System, Particularly the Optic Nerve. G. Janssen, W. 
Boke and S. v. Eicken. Klin, Wehnschr. 34:433-434 (April 15) 
1956 (In German) [Berlin, Germany]. 


After mentioning earlier reports, including their own observa- 
tions on damage to the optic nerve after the use of isoniazid 
and streptomycin in the treatment of tuberculous meningitis, 
especially when these drugs were given intrathecally, the au- 
thors describe studies on the concentration of these drugs in the 
cerebrospinal fluid, serum, and nerve tissues. Studies on chil- 
dren indicated that the additional intrathecal injection of isonia- 
zid might be a contributing factor in the neurotoxic effects. 
Animal experiments, with histological studies on the optic 
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nerves, gave similar results. For more than a year now intrathe- 
cal injection of isoniazid has been dispensed with, and since 
then damage to the optic nerve has become less frequent in 
patients with tuberculous meningitis and serious damage has 
completely disappeared. Simultaneously with this decrease in 
neurotoxic effects it has been noted that blood pressure values 
no longer show the pronounced clevation they did formerly. 


Experimental Seizures in Man and Animals with Acute Pyri- 
doxine Deficiency Produced by Hydrazides. C. C. Pfeiffer, 
E. H. Jenney and W. H. Marshall. Electroencephalog. & Clin. 
Neurophysiol. 8:307-315 (May) 1956 [Montreal, Canada]. 


The discovery that hydrazides would safely and temporarily 
induce an epileptic state in animals led Pfeiffer and his co- 
workers to try hydrazides as convulsants in schizophrenic pa- 
tients. The hydrazides that have thus far been used for this 
purpose are semicarbazide, thiosemicarbazide, and thiocarbo- 
hydrazide. Pyridoxine deficiency of the central nervous system 
is an important factor in convulsant phenomena. Work now in 
progress on tissue levels of pyridoxine indicates a significant re- 
duction in tissue pyridoxine levels after hydrazide administra- 
tion. The hydrazides were given orally to schizophrenic patients 
to produce a temporary epileptic state for one to five hours. 
During this time, seizures may occur spontaneously or they may 
be induced by auditory or photic stimulation. Pyridoxine can 
be used as an antidote against this temporary epileptic state. 

Thiocarbohydrazide is the most potent hydrazide for the pro- 
duction of this epileptic state. An oral dose of 100 to 200 mg. 
will produce a spontaneous seizure in one to three hours. 
Hydrazides produce vomiting that is apparently central in 
origin. Electroencephalographic studies in animals and man in- 
dicate that these seizures all probably originate subcortically. 
It remains to be determined whether hydrazide convulsions are 
more effective in schizophrenia than are clectrically induced 
convulsions. The use of hydrazides to produce convulsions in 
the schizophrenic patient can be psychologically less traumatic 
than is electroconvulsive therapy. The patient can be given a 
capsule containing 200 mg. of thiocarbohydrazide and _re- 
strained lightly in bed; within one or two hours a grand mal 
seizure will occur that simulates an idiopathic grand mal seizure. 
During the postictal depression the patient can be given 50 to 
200 mg. of pyridoxine, either intravenously, intramuscularly, or 
orally, and this will completely counteract the convulsive 
syndrome. Under these circumstances the effect of convulsions 
alone can be studied in the schizophrenic patient without the 
added psychic trauma of applying electrodes to the patient’s 
forehead. 


Fatalities in Myasthenia Gravis: A Review ot 39 Cases with 26 
Autopsies. L. P. Rowland, P. F. A. Hoefer, H. Aranow Jr. and 
H. H. Merritt. Neurology 6:307-326 (May) 1956 [Minneapolis]. 


Of 180 patients with myasthenia gravis followed up since 
1930, 59 are known to have died. Knowledge of the terminal 
events were available for 39 and autopsies were performed in 26. 
The average duration of symptoms in these patients was 2.8 
years. Early death might have been caused by a more malignant 
form of the disease than that usually observed. Thirteen patients 
who seemed to be making satisfactory progress died suddenly 
and unexpectedly. Some of them had acute attacks of dyspnea 
that were relieved by neostigmine before the final attack. It is 
suggested that these attacks should be recognized as premonitory. 
The maintenance dose of neostigmine should be increased and 
all precautions taken. Sixteen patients were in a mechanical 
respirator at the time of death. All but two were cyanotic, 
comatose, or apneic before they were placed in the respirator, 
and the average survival in the respirator was four days. When 
autopsy was performed, it revealed pneumonitis, pulmonary 
congestion or pulmonary edema, and occasionally also atelec- 
tasis. The remaining patients were not in a respirator at the 
time of death, but death was not unexpected and did not occur 
suddenly, Several patients showed litile or no response to large 
amounts of neostigmine in the terminal phases. One received 3 
mg. per hour intravenously without significant effect, and an- 
other received 18 mg. intravenously within one hour with only 
slight and transient improvement. Refractoriness to neostigmine 
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does not depend on the amount of neostigmine administered 
nor the length of time it is given, and in this sense it does not 
represent drug tolerance. The use of barbiturates, opiates, and 
placebos in patients with ventilatory insufficiency who are not 
in a respirator may be dangerous. 

Possibly fatal complicating diseases were present in 10 
patients, but muscle weakness played a prominent part in the 
circumstances preceding death. Two deaths were associated 
with pregnancy and two with thyrotoxicosis. Respiratory infec- 
tions preceded the terminal crisis in 10 patients. Thymomas 
were found in 9 of 26 patients on whom autopsies were per- 
formed. Autopsy revealed hyperplasia of the thymus in six 
patients; thymic tissue was not found in eight, and three were 
normal. There were no falsely positive x-ray diagnoses of thy- 
moma, but five thymomas found at autopsy and one found at 
operation had not been detected by roentgenographic examina- 
tion. Lymphorrhages in skeletal muscle were revealed by 
autopsy in 16 patients. Nodular myositis was present in three, 
extensive myocarditis in two, and focal myocarditis in one. 


GYNECOLOGY & OBSTETRICS 


The Influence of Hormone Therapy on Metastatic Mammary 
Carcinoma. M. V. Peters. Surg. Gynec. & Obst. 102:545-552 
(May) 1956 [Chicago]. 


In a series of 330 patients with metastatic mammary car- 
cinoma, 282 were treated with androgen, 83 with estrogen, and 
35 with both. The androgen most commonly used was testos- 
terone propionate in oil, 150 mg. being given intramuscularly 
twice weekly over a period of 10 weeks, the dose being 
reduced to 100 mg. weekly if the treatment was continued 
longer. As an alternative, 10-mg. testosterone linguets three 
times daily were prescribed for some. Those receiving estrogen 
therapy were given 3 to 5 mg. of stilbestrol three times daily, 
or a synthetic substitute of comparable dosage for varying 
periods of time, depending on the patient's tolerance. Hormone 
therapy appeared to have appreciably prolonged the survival 
of patients with metastatic mammary carcinoma, as compared 
with those whose carcinoma was untreated. Response to 
hormone therapy for metastatic disease was better when no 
previous treatment had been undertaken. The pathological 
type of the tumor did not appreciably influence the response 
to steroid therapy in this series. The response to estrogen was 
more satisfactory than the response to androgen as regards 
both the percentage of favorable responses and the length of 
remissions, The response to testosterone therapy was just as 
satisfactory as the response to estrogen in the older age group 
only. In the premenopausal and menopausal age group as a 
rule, however, only 40% responded to testosterone. Previously 
induced menopause did not seem to alter the response to 
testosterone therapy, but castration by irradiation concurrent 
with testosterone therapy was successful in a small minority 
so treated. The response to testosterone should be tested before 
advising a permanent castration. 

For osseous metastases testosterone is equally as effective 
as stilbestrol, but the response to estrogen is more prolonged. 
Estrogen effected a better palliation than androgen in patients 
with pulmonary metastases. For soft tissue metastases, estrogen 
gave a higher percentage of favorable responses, but the 
response to testosterone, when effective, was more lasting. 
For generalized disease, estrogen showed a higher percentage 
of tavorable responses, but there was no appreciable difference 
in the length of remissions with either hormone. The mean 
survival after testosterone therapy was 10 months and after 
estrogen therapy 11.5 months. A better response to hormone 
treatment can be anticipated if the interval between the initial 
control of the primary cancer and onset of recurrence is over 
two and under five years. The response to hormone therapy 
was poor in the presence of primary inoperable breast cancer 
as well as in metastatic disease. Of the 35 patients in whom 
both male and female sex hormones were tried, 5 showed a 
good response to both and 8 showed a poor response to both; 
15 showed a good response to estrogen only; and 7 showed a 
good response to androgen only. Since only 23% showed no 
response to either androgen or estrogen, some response to either 
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hormone can be expected in 77% of the patients. Estrogen 
therapy should be attempted in patients of the younger age 
groups if a short trial of testosterone therapy produces an 
exacerbation of the disease. 


Primary Carcinoma of the Vagina and Its Treatment. W) Mobius. 
Ztschr. Geburtsh. u. Gyniik. 145:253-273 (No 3) 1956 (In 
German) [Stuttgart, Germany]. 


A series of 194 patients was treated tor primary carcinoma 
of the vagina at the University Women’s Clinic in Leipzig 
between 1937 and 1953. Since 6,076 women with genital 
carcinomas were treated in this period, the 194 primary 
vaginal carcinomas accounted for 3.2% of the total. Not only 
are primary vaginal cancers rare in comparison with the total 
number of cancers of the female genitalia but they are also 
much less numerous than are the secondary or metastatic 
cancers of the vagina. During the period in which the 194 
primary vaginal cancers were observed, 545 women with 
secondary vaginal carcinomas were treated. About 500 of their 
cancers originated in the cervix and 45 in various other organs, 
such as the body of the uterus, the ovary, rectum, bladder, 
urethra, and stomach, The comparative rarity of primary vagi- 
nal carcinomas and the fact that they are rather resistant to ther- 
apy are regarded by the author as a possible explanation of the 
paucity of reports on this form of carcinoma. The symptoms of 
vaginal carcinoma resemble those of cervical carcinoma; 
hemorrhage was the chief symptom in 65%, vaginal discharge 
in 20%, pain in 7%, and 8% of the patients had no symptoms. 

Only those primary vaginal carcinomas that were located in 
the vaginal vault or immediately behind the introitus were 
operated on. Irradiation by means of radium tubes has been 
employed too recently to permit final evaluation. This method 
seems advantageous only in vaginal cancers of limited surface 
extent but of deep penetration. Radium therapy alone or 
combined with roentgenotherapy was used in 74% of all patients 
treated. Radium therapy chiefly by means of radium applicators 
was the method of choice. Insertion of radium needles is suit- 
able only for certain lesions at the introitus. Most primary 
vaginal carcinomas are located in the upper portion of the 
posterior wall, Chronic irritation of this region resulting from 
continuous maceration by cervical mucus is regarded as a 
possible explanation of this localization. Carcinomas in the 
upper posterior wall apparently have a more favorable prognosis 
than do those of the lower half of the vagina. 

The author used rectangular or disk-shaped applicators 
constructed to hold from 5 to 10 pencils, each platinum pencil 
containing 10 mg. of radium. The radium holders are inserted 
for periods of &, 12%, or 20 hours at intervals of one week. 
After three such irradiations, treatment may be interrupted, 
to be resumed again six weeks later. If roentgenotherapy is 
added, this is also given in fractionated doses. Of 119 patients 
with a follow-up of more than five years since treatment, 18 
received only symptomatic treatment. Of the 101 who received 
intensive treatment, 29 were cured. One woman with primary 
vaginal carcinoma was only 18 years old. In two women this 
type of carcinoma was discovered in the course of pregnancy, 
and one woman had two further pregnancies after her primary 
vaginal carcinoma had been cured. 


Hysterographic Findings in Some of the Malformations of the 
Uterus. E. Ferrario. Minerva ginec. 8:119-131 (Feb. 15) 1956 
(In Italian) {Turin, Italy]. 


In all but 3 of the 11 patients studied, the sexual and pro- 
creative life of the patient was hampered by malformation of 
the uterus. Disorders in the genital development are often 
manifested by a delayed menarche. Of the 11 patients, men- 
strual function started in one at the age of 12, in three at 13, 
in three at 14, in one at 15, in two at 16, and in one at 17, 
The congenital malformations of the body of the uterus favor 
infertility but not sterility. All of the patients became pregnant 
once, eight of them twice. The malformations did not prevent 
the migrations and meeting of the ovum and sperm, but only 
two patients were able to complete their pregnancy. One 
delivered after eight and one after nine months; two aborted 
after the third and fourth months respectively; one aborted 
the first time after one month and the second time after two 
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months; one patient who had a bicornuate uterus and a preg- 
nancy in each cornua also aborted; two patients had tubal 
pregnancy that ruptured after two and four months respectively. 
Arteriography of the pelvic region and hysterography are the 
best means for detecting uterine malformations. In case of 
recurring abortion or premature delivery simple causes such as 
malformation of the uterus should be considered before under- 
taking expensive endocrinological and serologic studies. 


Clinical and Cytological Studies with an Androgen-Estrogen 
Preparation in Women with Menopausal Complaints. E. v. 
Schubert, H. Zimdars and S. Kur. Medizinische No. 16, pp. 
633-635 (April 21) 1956 (In German) [Stuttgart, Germany]. 


Five combinations of various amounts of estradiol cyclopentyl- 
propionate and testosterone cyclopentylpropionate were tested 
in 111 women between the ages of 31 and 58 years with 
menopausal complaints or symptoms of deficiency after surgical 
or actinic castration. The strength and the duration of the 
action of the androgen and estrogen components and of their 
mixtures were tested on the atrophic vaginal epithelium. Before 
the hormone treatment the atrophic vaginal epithelium con- 
tained only cells of the deep epithelial layers. After treatment for 
14 days with 90 mg. of testosterone cyclopentylpropionate alone 
the epithelium showed predominantly nonkeratinized surface 
cells with vesicular nuclei. After administration of 3.5 mg. of 
estradiol cyclopentylpropionate alone, the vaginal epithelium 
showed large keratinized surface cells with pyknotic nuclei. 
The number of pyknotic nuclei in the keratinized surface cells, 
the so-called karyopyknosis index, is an objective measure of 
the estrogenic effect of a hormone preparation. This index 
amounts to from 40 to 60% in a normal woman at the height of 
the estrogenic phase, it reaches 90% and more after the adminis- 
tration of 10 mg. of estradiol benzoate, and it may remain below 
20% and often even below 5% after the administration of 
androgens in doses up to 300 mg. Results showed that 
Femovirin, a mixture of 3.5 mg. of estradiol cyclopentylpro- 
pionate and 90 mg. of testosterone cyclopentylpropionate 
(corresponding to 2.4 mg. of estradiol and 62.9 mg. of tes- 
tosterone in the form of cyclopentylpropionic acid ester), 
proved to be the most effective combination for the treatment 
of complaints caused by the menopausal syndrome. The hor- 
mone mixture became effective after 3 to 5 days of treatment, 
and its effect continued for 46 days on the average. In patients 
in whom the effect of the hormone preparation was insufficient, 
the estradiol cyclopentylpropionate component could be_in- 
creased to from 4.5 to 6 mg. without the risk of producing 
hemorrhages. When the estrogen component was increased to 
more than 5% of the androgen component, the cytological 
aspect of the vaginal epithelium showed slightly estrogenic 
proliferation with an increase of the karyopyknosis index, 
occasionally associated with bleeding. The estradiol cyclopenty]- 
propionate component should therefore be kept below 5% for 
clinical use. The authors caution against the use of the hormone 
mixture in women with a tendency to hirsutism, since an 
increase in hypertrichiasis was observed in one patient after 
the third injection of the hormone mixture. All the injections 
were tolerated well locally. 


Delivery and Its Complications in Adolescent Primiparae. G. 
Seland. Acta obst. et gynec. scandinav. 35:57-69 (No. 1) 1956 
(In English) [Stockholm, Sweden]. 


Delivery and its complications were studied in a group of 
397 primiparas between the ages of 14 and 17 years and in a 
control group of 1,070 married and 332 unmarried women aged 
23 years who had been admitted to the larger maternity clinics 
in Oslo, Norway. More premature deliveries occurred in the 
14-to-17-year-old group than in the control group. The average 
duration of a full-term pregnancy was 9 months and 10 days. 
Eclampsia was more frequent in the 14-to-17-year-old group 
than in the control group. There were no deaths from eclampsia 
in either age group. The average duration of labor was longer 
and protracted labor more frequent in the adolescent patients. 
Loss of 500 cc. or more of blood was more frequent among the 
adolescent patients than among the control patients. Almost 
identical curves were obtained when graphic tracings were made 
from the length in centimeters and from the weight in grams 
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of the infants and their maturity in weeks. Length and weight 
of the infants thus corresponded to the duration of pregnancy. 
The incidence of delivery by forceps and by cesarean section 
was the same in both age groups. The incidence of postpartum 
pyrexia was the same in the two age groups, but was higher 
in unmarried than in married mothers. Lactation was similar 
in both age groups. Infant mortality was somewhat higher 
among the adolescent mothers and resulted from the higher 
incidence of premature deliveries. 


Is Premature Birth Preventable? H. L. Tieche, C. D. Osborn 
and J. A. Broman. Obst. & Gynec. 7:496-502 (May) 1956 [New 
York]. 


The birth weights of 1,683 consecutive, single, liveborn 
infants delivered after spontaneous onset of labor were deter- 
mined. These birth weights produced a normal distribution 
curve with an incidence of prematurity of 8.26%, 137 of the 
infants being premature by the criterion of a birth weight of 
54 Ib. or less. The three most commonly listed causes of pre- 
mature birth (premature rupture of the membranes, toxemia, 
and bieeding complications of pregnancy) were determined 
for both premature and full-term infants in this series. Of the 
137 premature infants, premature rupture of the membranes 
may have caused 15 of the premature births, toxemia 3, and 
placenta previa and abruptio placentae 10, a total of 28 pre- 
mature births (20%). These complications of pregnancy do not 
necessarily cause premature labor. In most cases premature birth 
is probably not preventable. If this assumption is correct, 
the best hope for obstetric salvage of premature infants depends 
on postponement of delivery as long as it is maternally and 
fetally feasible in obstetric complication and, probably more 
important, once labor becomes established, the determination 
of the obstetric techniques that will deliver the premature in- 
fant with minimal damage to its vital systems. 


Relaxin, the Third Ovarian Hormone: Its Experimental Use in 
Women. E. Eichner, C. Waltner, M. Goodman and S. Post. 
Am. J. Obst. & Gynec. 71:1035-1048 (May) 1956 [St. Louis]. 


Relaxin, a nonsteroid hormone standardized by and identified 
as producing relaxation of the symphysis in the estrogen-primed 
guinea pig, was given intramuscularly or intravenously to 78 
patients and volunteers. Maximum dosage schedules varied in 
time and amounts, from divided intramuscular injections of 
75,000 guinea pig units daily for five days each month for six 
months to 800 mg. of the active principle (about 120,000 
guinea pig units) given intravenously within one hour. In no 
patient did any evidence of sensitivity develop. Nine were 
checked for ureteral dilatation and symphysial separation. In 
only one of these, minimal separation of the symphysis and 
elongation of the ureter occurred on the third day of treatment 
with a daily dose of 45,000 guinea pig units. These results could 
not be reproduced despite modifications of the dosage schedule. 
Relaxin was given with gratifying results to 15 patients in active 
labor. The original response to relaxin was delayed for 60 to 90 
minutes regardless of the route of administration except when 
the drug was given in large quantities by rapid intravenous in- 
jection. The authors were able to modify and slow labor in all 
patients to whom adequate doses could be given for over two 
hours preceding delivery. Repository gelatin relaxin, which 
could obviate the use of excessive quantities of this relatively 
unavailable hormone, was used alone in two and in combina- 
tion with relaxin solution in four additional persons. Injections 
were painful, and the response to the drug was delayed too 
long to be of value. Definite softening of the cervix occurred 
as another favorable response to relaxin in 30 of 39 women 
studied for cervical softening. It was marked in those who 
failed to progress in active labor after the start of relaxin 
therapy. Although the apparent effacement and dilatation diag- 
nosed by rectal examination were not always confirmed by 
vaginal examination, several primigravidas went from 3-or-4- 
cm. dilatation of the cervix to delivery within two to three 
hours after contraction recurred. Patients with certain types of 
labor associated with disorganized contractions (inertia) re- 
sponded to relaxin with normal labor and rapid delivery. More 
work must be done in an attempt to find the key that will 
unlock the enigma of cervical softening and its effect on in- 
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duced labor. In no patient did relaxin interfere with the action 
of pituitary extract. Five patients with secondary dysmenorrhea 
associated with endometriosis and adenomyosis were treated 
with a single intragluteal injection of 5,000 to 7,500 guinea pig 
units of repository relaxin given during the painful phase, No 
patients with primary dysmenorrhea were treated. The number 
of patients is too small to permit definite conclusions. 


Roentgen Irradiation of the Pregnant Uterus Causing Damage 
to the Fetus. M. Basic and D. Weber. Strahlentherapie 99:628- 
634 (No. 4) 1956 (In German) [Munich, Germany]. 


This report deals with the case of a 3-year-old girl with 
microcephaly, cerebral atrophy, idiocy, anomalies of both eyes, 
retardation of growth, particularly of the lower parts of the 
body and of the left leg and foot, exostosis of the proximal 
tibial metaphysis, motor disturbances of the extremities, and 
pigmentary anomalies. The mother of this child had first noted 
a nodule in her left breast in 1946, but she disregarded this 
because it caused no symptoms until April, 1950, when a pain- 
ful swelling of the breast appeared and the nodule became en- 
larged. In July of the same year the left breast was amputated 
because of carcinoma. After this operation menstruation ceased 
in this 39-year-old woman, When cutaneous metastases appeared 
in September, roentgen irradiation was applied to the breast 
region, and at the same time roentgen castration was carried out 
by applying 600 r to each of two abdominal fields and 300 r to 
the lower back. Shortly after this the woman noted enlarge- 
ment of the abdomen, and pregnancy in the fourth month was 
diagnosed. The child was born during the ninth month of preg- 
nancy, weighing 1,900 gm. (4 Ib.) and measuring 45 cm. in 
length. The mother died of extensive hepatic and pulmonary 
metastases shortly after the birth of the child. When the child 
was three years old its development corresponded to that of a 
12-to-16-month-old child; its height was about 14 cm. and its 
weight about 5 kg. below normal for its age. Irradiation of the 
pregnant uterus is known to produce defects in the offspring. 
Impairment of the central nervous system is especially likely, 
because the nerve cells in the embryo are particularly sensitive 
to ray damage. The authors believe that interruption of preg- 
nancy for eugenic reasons is justified whenever the fetus has 
inadvertently been exposed to large doses of irradiation. 


Vaginal Cytology as an Index of the Expected Date of Con- 
finement. A. C. Barnes and F. P. Zuspan. Am. J. Obst. & Gynec. 
71:1080-1088 (May) 1956 [St. Louis]. 


Vaginal cytological studies carried out by other workers re- 
vealed that in contrast to the earlier weeks of pregnancy during 
which the desquamation of vaginal epithelial cells was in 
plaques and sheets, between six days and one day before term 
these began to thin out, although retaining a dense appearance, 
and on the day before the delivery the desquamation of the 
vaginal epithelial cells was in the form of discrete individual 
cells. The “navicular cells of pregnancy” seen early and 
throughout gestation grew fewer in number during late preg- 
nancy and were relatively infrequent on the day before de- 
livery. The cytoplasm of the cells became progressively paler 
in its staining reactions, and the nuclei became smaller and less 
well stained. There was a progressive increase in the percentage 
of leukocytes. In the postpartum period the cells were arranged 
in plaques or dense sheets. The cytoplasm and cellular vitality 
were good. Leukocytes were present in varying numbers. 
Acidophilic cells were present in increased numbers. The outer 
basal-cell types were numerous. These cytological criteria were 
applied to the vaginal smears obtained from 114 patients in 
varying stages of pregnancy, including term and _post-term, 
labor, and the immediate puerperium, and a definite diagnosis 
was made as to the stage in pregnancy or the puerperium of 
the individual patient. This diagnosis was then correlated with 
the stage of the patient’s pregnancy at the time the smear was 
obtained. The highest degree of accuracy in the diagnosis of the 
vaginal smears was obtained in the postpartum period. The 
postpartum cytological picture is more characteristic although 
clinically less useful. A general accuracy of 738% was obtained 
that exceeded that obtained from menstrual history alone or 
from the estimation of fetal size alone. It is, however, felt that 
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the sizable margin of error together with the comparative dif- 
ficulty of execution would keep this test from routine applica- 
tion. In disputed cases of postmaturity a positive “at term” diag- 
nosis could be of assistance. 


Factors Affecting Premature Neonatal Mortality. C. Mather 
and C. O. McCormick Jr. Am. J. Obst. & Gynec. 71:1069-1079 
(May) 1956 [St. Louis]. 


Neonatal premature death was defined as the death during 
the first 30 days of life of any infant born alive and weighing 
between 400 and 2,500 gm. A study of the factors that might 
influence the mortality rate of liveborn premature infants was 
carried out in 600 white infants, 354 of whom were delivered 
on a private service and 246 on a clinical service. The uncor- 
rected neonatal mortality rate for premature infants on the 
private service was 14.68%, with an incidence of 5.6% of live- 
born premature infants. The uncorrected neonatal mortality 
rate of premature infants on the clinical service was 19.91%, with 
an incidence of 7% of liveborn premature infants. Sex, parity, 
and the length of gestation had no effect on premature neonatal 
mortality rates. The length of labor had no effect on the sur- 
vival of premature infants unless it was 31 hours or longer. 
Episiotomy, used in the greatest number of deliveries on the 
private service but not in those on the clinical service, had a 
beneficial result on the survival of premature infants. Breech 
delivery with episiotomy is much more hazardous for premature 
infants than spontaneous cephalic delivery with episiotomy. This 
supports the rationale of external version when dealing with the 
delivery of premature infants presenting by the breech. 
Cesarean section had no deleterious effect on the survival of 
prematures. As far as sedation and anesthesia were concerned, 
it appeared that some type of sedation combined with a con- 
duction anesthetic had the most beneficial effects on maintain- 
ing life in the premature. Premature rupture of the membranes, 
toxemia, and abruptio placentae caused no fetal risk per se. On 
the private service the chief causes of death were as follows: 
prematurity combined with hyaline membrane (48.9%), con- 
genital anomalies (21.9%), and birth injuries (12.1%). On the 
clinic service the order was prematurity combined with hyaline 
membrane (41.8%), birth injuries (19.3%), and congenital 
anomalies (12.9%). On the private service about 88% of the 
deaths occurred within the first 72 hours of life as compared 
with 73% on the clinical service. On the private service, 40% of 
the deaths of premature infants after 72 hours were caused by 
an infectious lesion. This was true of 44% on the clinical service. 


Puerperal Mastitis. H. Roos. Geburtsh. u. Frauenh. 16:300-311 
(April) 1956 (In German) [Stuttgart, Germany]. 


Roos observed 548 women with puerperal mastitis. These 
women were divided into three groups: the first, comprising 
355 patients, included women delivered in the hospital in 
whom mastitis developed either during their stay in the hos- 
pital or shortly thereafter; group 2 comprised 88 women who 
were well on discharge and in whom mastitis became evident at 
the earliest seven days after their return home; group 3 in- 
cluded 105 women delivered outside the hospital who were 
referred to the hospital because of mastitis by their physicians. 
The patients in group 1 are referred to as having “clinical 
mastitis,” and the author says that mastitis developed in 4.75% 
of all puerperal women delivered in the hospital. Observations 
by others also indicate the more frequent occurrence of 
puerperal mastitis in women delivered in hospitals than in those 
delivered at home. The causal organisms of mastitis are usually 
Micrococcus (Staphylococcus ) aureus hemolyticus, rarely hemo- 
lytic streptococci. Prevention requires a suitable nursing tech- 
nique. If the breast becomes fissured it is advisable to withdraw 
the milk by means of an aseptic breast pump, so as to avoid 
further epithelial defects and contact with the bacteria in the 
mouth of the infant. The author does not favor the prophylactic 
use of antibiotics, because it is no more effective than physical 
measures. The early application of a stimulating dose of roent- 
gen rays will prevent abscess formation. Once the mastitis 
has become established, breast feeding should be stopped be- 
cause of the risk of infecting the baby. 
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Tuberculosis of the Endometrium. A. M. Sutherland. J. Obst. & 
aA Brit. Emp. 63:161-172 (April) 1956 [London, Eng- 
and]. 


Varied views have been expressed on the question of the in- 
cidence of endometrial tuberculosis, In an attempt to clarify this 
point, the author studied the matter from a number of aspects 
and found that in the histological material of a gynecologic hos- 
pital the incidence of endometrial tuberculosis was 1.1%; in the 
clinical records of a gynecologic hospital, 0.27%; in infertility, 
5.6%; in “functional uterine bleeding” between puberty and the 
menopause, 1%; in “functional uterine bleeding” in young 
women under 20 years of age, 4%; in “organic uterine bleed- 
ing,” 0.9%; and in postmenopausal bleeding, 0.1%. This last 
figure is in agreement with the general view that endometrial 
tuberculosis is rare after the menopause. A history of definite 
or possible extragenital tuberculosis was obtained in 111 of 
200 women with endometrial tuberculosis, some of whom had 
multiple extragenital conditions. There were 58 with abdominal 
tuberculosis, 20 with pulmonary tuberculosis, 9 with bone and 
joint tuberculosis, one with renal tuberculosis, and 47 with 
tuberculous pleurisy. Unfortunately, “pleurisy” is one of the 
most abused terms in medicine and is often applied to con- 
ditions in which the only feature in common with true pleurisy 
is pain in the chest. 

The patients ranged in age between 16 and 48 years. Of the 
177 who were married only 23 gave a history of previous preg- 
nancy. This low rate of fertility in women with endometrial 
tuberculosis is widely recognized. There were nine women 
4.5%) in whom the tuberculous lesion probably developed 
during pregnancy or in the postpartum period. These patients 
usually complained either of bleeding or of abdominal pain 
dating from childbirth or miscarriage. The principal symptoms 
in the 200 patients were infertility in 77 patients, abdominal 
pain in 45, profuse and sometimes irregular bleeding in 33, 
amenorrhea (usually secondary) in 22, and vaginal discharge 
in 10. Thirteen patients had no complaints. 

A provisional diagnosis of endometrial tuberculosis was based 
on the histological findings in the curettings in most cases, 
although in a few they were inconclusive. Isolated, small tuber- 
cles were usually scattered irregularly throughout the endo- 
metrium. Occasionally a cluster of tubercles could be seen in 
a single microscopic field. Bacteriological proof of the tuber- 
culous nature of the lesion was sought in 185 of the patients, 
and a positive result has so far been obtained in 141. The 
therapeutic results obtained with various drug combinations 
were much better than those observed in controls. It is too early 
to assess the value of streptomycin and aminosalicylic acids as 
compared with streptomycin and isoniazid, though the results 
to date suggest that the latter combination is at least as eflec- 
tive as the other and is less likely to be associated with toxic 
reactions, Although a few of the untreated control patients 
achieved bacteriological negativity, the author believes that it 
is not justifiable to withhold treatment from any patient with 
proved tuberculosis of the endometrium. 


The Phenothiazine Derivatives in the Treatment of Eclampsia: 
A Preliminary Report. E. G. Hudson and S. Cheng Siew. J. 
Obst. & Gynaec. Brit. Emp. 63:255-259 (April) 1956 [London, 
England}. 


The method of treatment of eclampsia is influenced to a certain 
extent by the existing facilities, particularly in regard to the 
amount of trained medical and nursing staff available. The 
Kandang Kerbau Hospital of Singapore, where this investigation 
was carried out, serves a population of over a million people, and 
last year 20,000 women were delivered there. Since most women 
do not attend antenatal clinics, the incidence of untreated 
pregnancy toxemias is high, eclampsia is relatively common (88 
cases were treated last year), and it is frequently of a severe 
type. Furthermore, the general health of many of the patients is 
poor due to malnutrition, worm infestation, and chronic anemia. 
The authors believed that evacuation of the uterus as soon as 
possible after the fits were controlled offered the best chance of 
survival for both mother and child, provided the mother could 
be protected from the traumatic shock associated with the op- 
erative delivery. They had been using a mixture of chlorproma- 
zine hydrochloride and promethazine hydrochloride together 
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with meperidine before major surgery. They give reasons why 
they believed that these drugs would be helpful in the treatment 
of eclampsia, and they describe a method that they used in treat- 
ing 30 consecutive women with eclampsia, in 16 of whom the 
eclampsia occurred before, in 5 during, and in 9 after delivery. 

The tollowing solution (no. 1) was prepared as soon as a 
woman with eclampsia was admitted: 50 mg. each of chlorpro- 
mazine, promethazine, and meperidine were placed in 250 ml. 
of a 5% dextrese solution, and this solution was given rapidly 
intravenously through an ordinary intravenous set with a wide- 
bore transfusion needle. The first half of this solution was 
transfused into the vein with the drip screw control wide open. 
and the second half was given at about 200 drops per minute, 
so that the whole amount was given within 10 minutes. This was 
followed immediately by solution no. 2, consisting of 100 mg. 
of chlorpromazine with 50 mg. of meperidine in 250 ml. of 5% 
dextrose solution. The speed of the drip was set at 40 drops per 
minute, and 10 minutes later the patient was catheterized, a 
Foley's catheter being left in the bladder. A vaginal examination 
was then performed, and, if the patient was not in labor, an 
intravenous injection of 0.65 mg. of atropine was given and she 
was prepared for cesarean section. Very little anesthetic was re- 
quired during the operation. 

If the patient was definitely in labor, the membranes were 
stripped digitally from the lower uterine segment and then rup- 
tured to hasten vaginal delivery. On completion of the giving of 
solution no. 2, 100 mg. of chlorpromazine with 50 mg. of meperi- 
dine was given intramuscularly every four hours until delivery 
and then every six hours for two or three doses. In patients with 
postpartum eclampsia, administration of solutions no. 1 and 2 
was followed by the intramuscular injection of 100 mg. of 
chlorpromazine and 50 mg. of meperidine every six hours for 
four doses. One maternal death occurred, and there were 13 fetal 
deaths, prematurity being the chief cause of the high fetal 
mortality rate. To the mothers this method gave definite protec- 
tion against operative shock, and this enabled early evacuation 
of the uterus to be performed with minimum risk. 


Stillbirth and Neonatal Mortality in Twin Pregnancy. W. J. R 
Anderson. J. Obst. & Gynaec. Brit. Emp. 63:205-215 (April ) 
1956 [London, England]. 


In this study of 397 twin pregnancies in 388 women who 
were delivered between the years 1938 and 1952, abortions 
(stillbirths before the 28th week of pregnancy) were not in- 
cluded, but liveborn infants who were previable (gestation 
period of less than 28 weeks) and died after birth were. The 
incidence of hospital deliveries increased greatly during the 
period in question, for, whereas during the early part of this 
15-year period only about 25% of the births took place in the 
hospital, by 1952 it had reached 75%. Probably a greater pro- 
portion of poor-risk patients were selected for hospital delivery 
during the earlier years of the survey. There is no way of 
determining the exact extent of this selection, but it may have 
influenced changes in fetal mortality rates during the period of 
the survey. The ratio of twin to single pregnancies during the 
period under review was 1:66. The general rate for Scotland 
over the period 1939-1952 was 1:72. 

Between the years 1938 and 1952 the stillbirth rates per 
1,000 in single and twin pregnancies were 24.5 and 45.4 respec- 
tively, and the death rates per 1,000 live births in the first week 
after birth were 15.2 and 122.2 respectively. The excess mor- 
tality in twin pregnancy is mainly due to the greater incidence 
of very small babies, among whom the death rate is high. Most 
of the deaths nowadays are of babies born so immature as to be 
incapable of independent existence. The main scope for lower- 
ing the mortality is to decrease the incidence of premature on- 
set of labor, most of which is of “unexplained” etiology. The 
neonatal death rate fell during the period of this survey. Part 
of this fall may have resulted from the measures that helped to 
lower the general stillbirth and neonatal mortality throughout 
Great Britain. Improved pediatric care has also been a factor. 
The method used to deliver the child at birth had much less 
effect on the mortality rate than had the size of the baby at 
birth. Twin pregnancy carried a high incidence of complica- 
tions of pregnancy, especially preeclampsia, but the fetal mor- 
tality was as high or higher in the 47% of pregnancies with no 
recognized complication. Rest in the hospital antenatally ap- 
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peared to help to prolong the pregnancy, but this influence 
could not be measured accurately and may have been slight. 
Admission to the hospital not later than the 32nd week would be 
necessary in all cases of twin pregnancy before the effect of rest 
in bed could be assessed accurately. A relationship was demon- 
strated between maternal height, the combined weights of the 
babies, and the fetal mortality rates. The lower mortality in tall 
than in short women appears to be due partly to their being less 
prone to premature onset of labor and partly to the greater 
vitality of the babies. The incidence of twinning appears to be 
greater in tall than in short women, and this observation, if 
confirmed by a large-scale study, points to a correlation be- 
tween the incidence of twinning and the state of nutrition of 
the mother similar to that demonstrated in lower animals. 


PEDIATRICS 


The Syndrome in the Infant Resulting from Maternal Emotional 
Tension During Pregnancy. E. K. Turner. M. J. Australia 1:221- 
222 (Feb. 11) 1956 [Svdney, Australia]. 


Infants with the syndrome described in this paper manifest 
increased restlessness, excessive crying, irritability, vomiting, 
and frequently loose stools; they generally sleep less than other 
infants and show unnatural sensitivity to sound, starting violent- 
ly and often crying loudly. After citing earlier reports indicat- 
ing that the syndrome had been described by other observers 
under different names, the author explains how her attention 
was directed to the importance of the possibility of the prenatal 
environment, particularly maternal emotional tension, as a 
cause of this syndrome. She found not only that the syndrome 
was particularly frequent among illegitimate babies but also 
that mothers of many infants of the difficult hyperactive and 
restless type repeatedly inquired if their infants’ behavior 
could be caused by undue emotional stress that they had 
suffered during the pregnancy. In a survey of 100 mothers 
and their babies during the puerperal period, she studied the 
babies while they were away from their mothers in the nurseries; 
the nurse in charge gave details of the infants’ feeding and 
general behavior. Babies whose feeding difficulties could be 
ascribed to physical causes and those whose irritability might 
be due to cerebral trauma or anoxia at birth were eliminated 
from the survey. 

Seventy-one of the 100 mothers had had no undue emotional 
stress during the pregnancy, and their babies were free from 
irritability. Eighteen mothers stated that they had suffered from 
anxiety or fatigue during the last few months of pregnancy. All 
their babies behaved normally in the first week. Incidentally, 
a mother who said she was worried whether the baby would be 
deformed produced a baby with a cleft lip; there was no family 
history of the condition. There were 13 babies whose symptoms 
conformed to the syndrome described; of the mothers of these 
babies one was hostile and refused to answer questions. Six 
others stated that they had experienced no undue worries or 
fatigue; three of these were found to have illegitimate babies, 
while two were new Australians having their first infants in 
their new land. The other mother who said she had no worries 
said that the last baby had been illegitimate. Five of the 13 
mothers of hyperactive babies admitted undue emotional stress 
or fatigue. Although it is difficult to prove scientifically any 
postulate depending for its confirmation on human _ behavior 
and emotions, the author believes that her impressions may have 
some basis and that they justify further investigations of infant 
behavior. 


Importance of the Study of the Bone Age for the Evaluation 
of Sexual Precocity. A. De Pascale and L. Ferrante. Pedi- 
atria 64:30-44 (March 21) 1956 (In Italian) [Naples, Italy]. 


The authors studied the bone development in seven patients 
with precocious puberty caused by hypothalamic and adreno- 
cortical dysfunction. An increased bone age was evident at the 
time of onset and throughout the course of the disease. The 
highest values were observed in the patients in whom the cause 
was related to a central or hypothalamic disorder. The bone age 
is particularly advanced in patients with precocious sexual 
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development. It was close to the age of normal puberty in two 
children with an almost complete sexual development evidenced 
by erection and ejaculation in the boy and normal menstruation 
in the girl. The bone age of the 44-year-old boy was 13 years 
and of the 34-year-old girl was 10. Sexual development runs 
parallel to the excretion of gonadotropin and to the development 
of the bones. The sexual development preceded in all cases the 
development of the bones. For this reason it was not possible 
to detect the relation existing at normal puberty. Evidence of 
correlation between sexual development and development of 
the bones was present even in patients who had not yet reached 
puberty. Development of the bones was not so advanced in one 
patient in whom the only manifestations of sexual maturation 
were a slight development of the breast and the presence of 
pubic hair, The reaction of bone tissue to hormonal stimulation 
appears to be slow. The structural development was accelerated, 
but not in relation to the development of the bones, in patients 
with diencephalic precocious puberty. In patients with sexual 
puberty caused by disorders of the adrenal cortex the structural 
development was moderate. 


Exomphalos. A. A. Cunningham. Arch. Dis. Childhood 31:144- 
151 ( April) 1956 [London, England]. 


Exomphalos is a rare condition in which there is a congenital 
malformation of the umbilical cord, alone or combined with a 
defect of the supraumbilical region of the abdomen, and through 
which the viscera herniate into a sac covered by amniotic mem- 
brane and peritoneum. Exomphalos includes conditions de- 
scribed as omphalocele, amniocele, amniotic hernia, and hernia 
into the umbilical cord. In view of the poor results experienced 
in the surgical treatment of cases of large exomphalos at the 
author’s hospital, it was decided in 1948 to try conservative 
treatment using absolute alcohol dressings in conjunction with 
an antibiotic. The successful results obtained demonstrate 
that conservative treatment is worthy of a trial. Alcohol and 
eusol (an antiseptic solution) dressings were applied, and 
penicillin was given orally and intramuscularly. 


Congenital Hyperplasia of the Adrenals: Based on Four Cases. 
C. Hooft and H. Van Winckel. Acta pediat. belg. 9:242-259 
(No. 6) 1955 (In French) [Brussels, Belgium]. 


Of four children with pseudoh phroditism whose sex 
was genetically female, the masculinization in one was so pro- 
nounced that there was no question regarding sex determination 
until the patient was four and a half years old, at which time 
macrogenitosomia was present and a series of tests demonstrated 
adrenal cortical hyperfunction. The form of adrenogenital 
syndrome seen in these four patients is usually complicated by 
adrenal cortical insufficiency. Boys present no obvious abnor- 
mality at birth, but girls show a greater or lesser degree of 
virilization, depending on the stage of fetal development at 
which the androgen influence began to exert itself. The status 
of the virilization remains stationary during the first year of 
life, after which, if the patient survives, heterosexual precocious 
pseudopuberty (macrogenitosomia of the male type) develops. 
Despite the hyperplasia, these infants have attacks of adrenal 
cortical insufficiency that cause death more often than not. 
The insufficiency differs from that of Addison’s disease in that 
only electrolyte metabolism is involved, while glucose metabo- 
lism is normal. The amount of desoxycorticosterone acetate 
needed to treat these patients is therefore much larger than 
that adeqate for patients with Addisonian failure. Substitution 
and maintenance therapy can be carried out successfully in 
these patients by means of desoxycorticosterone acetate and 
cortisone, once the correct diagnosis has been made. It is the 
latter that presents difficulties, especially where male patients 
are concerned. The most valuable sign leading to diagnosis is 
elevation of the 17-ketosteroids. Histological examination of 
the adrenal cortexes of patients with the syndrome of congenital 
adrenal hyperplasia and adrenal cortical insufficiency has shown 
hypertrophy, often with deep sulci distributed over the sur- 
faces, from which the term “cerebriform hyperplasia” has 
arisen. Isolated buds of tissue giving a pseudoadenomatous 
appearance may be present. 
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Diffuse Calcinosis. R. Gonzalez de Langarica. Rev. chilena 
pediat. 26:426-430 (Sept.-Oct.) 1955 (In Spanish) [Santiago, 
Chile]. 


Diffuse calcinosis is a rare disease of unknown cause. It is 
generally believed to be a collagen disease. It follows a 
chronic course with remissions and recurrences. The greatest 
incidence is in adolescents of either sex. The depots of calcium 
form nodules that diffuse all over the skin, the subcutaneous 
cellular tissue, muscles, and tendons and their sheaths. The nod- 
ules are selectively located about the spine and the joints, causing 
painful rigidity of these structures. The roentgen aspect of 
the bones is that of atrophy from marked osteoporosis. The 
differential diagnosis includes calcified metastases, osteomyelitis, 
and other diseases. There is no specific treatment. Of late, 
satisfactory results have been reported from the use of cortico- 
trophin and cortisone. The subject of this report was a 12-year- 
old boy who complained of painful rigidity of the spine and 
extremities that make walking difficult. Cortisone was given 
for 255 days, up to a total dose of 11.6 gm. At the end of the 
treatment the patient’s general condition was good; his painful 
rigidity had subsided, and he was able to walk. Shortly after 
discontinuation of cortisone treatment his legs and arms con- 
tracted. He could not walk for one year. Four fistulas opened 
in his right elbow. The treatment consisted in immobilizing 
his right arm until the fistulas healed, massage and movement 
of the joints daily or several times a day while the patient was 
in a warm bath, cortisone in daily doses of 100 mg. for seven 
days and 200 mg. for 135 days, and corticotrophin in daily doses 
of 100 mg. The patient regained his ability to walk. Roentgen- 
ograms of his arms and legs four months after discontinuation 
of treatment showed almost complete disappearance of calcifi- 
cation in the arms and great diminution of that in the legs. 


Clinical and Laboratory Evaluation of Acetylsulfisoxazole 
(Acetyl-Gantrisin) in Children. S. Hagler, A. Kaufman, E. 
Kaiser and others. J. Pediat. 48:588-595 (May) 1956 [St. 
Louis]. 


The acetyl derivative of sulfisoxazole has a much more ac- 
ceptable taste than has sulfisoxazole, and it is therefore easier to 
give to children. To evaluate this new form of sulfisoxazol. the 
authors studied 29 children who were convalescing from minor 
ailments not involving the gastrointestinal or renal systems. The 
concentrations obtained in their blood and urine with various 
dosage schedules of acetylsulfisoxazole were determined. It was 
found that effective blood levels can be attained with 0.1 gm. 
per kilogram as an initial dose and maintained with 0.2 gm. per 
kilogram daily in divided doses every six hours. The blood 
levels are somewhat lower and more prolonged with acetylsulfi- 
soxazole than with equivalent doses of sulfisoxazole. By increas- 
ing the dose of acetylsulfisoxazole to 0.3 gm. per kilogram daily, 
blood levels were found to be in the range reported to be 
effective in meningococcic meningitis. Comparison of the free 
and of the total blood levels obtained with the administration of 
acetylsulfisoxazole indicated that an average of 16.5% exists in 
the conjugated form in the blood. About 56% of the drug in the 
urine is conjugated. Clinical observations were made on 79 
children with a variety of respiratory infections in whom acetyl- 
sulfisoxazole was used as the sole therapeutic agent. Sixty-eight 
of these recovered from their illness, whereas 11 obtained a poor 
or no response, A toxic reaction in the form of fever, vomiting, 
and a drug rash occurred in only one patient, a 3-year-old boy. 
Evidences of blood or renal toxicity were not observed. The 
special advantage of acetylsulfisoxazole in suspension form is its 
almost universal acceptance by infants and children, who often 
refuse sulfisoxazole because of its bitter taste. 


A Study of Hemolytic Streptococcal Infections in Relation to 
Antistreptolysin O Titer Changes in Orphanage Children. H. 
Packer, M. B. Arnoult and D. H. Sprunt. J. Pediat. 48:545-562 
(May) 1956 [St. Louis]. 


The prevention of rheumatic fever is predicated on the identi- 
fication of infection with the hemolytic Streptococcus and eradi- 
cation of that organism by adequate therapy. The authors 
studied the circumstances under which significant rises in anti- 
streptolysin O antibodies occurred in a group of healthy chil- 
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dren living in an orphanage. Consideration was given to (1) 
the frequency of subclinical infection after the acquisition of 
hemolytic streptococci; (2) the role of antistreptolysin O deter- 
minations in detecting such cases: (3) the effect of certain 
regimens of therapy of recognized streptococcic infections on 
subsequent rises in antistreptolysin O titer; and (4) related epi- 
demiological observations. Weekly throat cultures and monthly 
antistreptolysin O determinations were made over a period of 
one year. Of the 45 orphans on whom the studies were made, 15 
were under 3, 15 were between 3 and 6, and 15 were between 
6 and 10 years of age. This group of 45 children represented 
about half the children in these age groups residing in the 
orphanage. The authors suggest that the high prevalence of in- 
fection with hemolytic streptococci during the early months of 
the study probably represented a convalescent carrier state due 
to the low prevalence of clinical illness and the downward trend 
of antistreptolysin O titers. During this early period, widespread 
infection with group C hemolytic streptococci was detected, 
without associated clinical illness or significant increases in 
antistreptolysin O titer. However, the latter occurred during the 
subsequent months of the study in nine children following in- 
fection with this organism. Thus even the identification and 
adequate treatment of all cases of overt streptococcic infection 
would fail to reach this group of children, who presumably are 
candidates for rheumatic fever to an equal degree, although 
there is no evidence to substantiate this other than the well- 
known observation that recrudescences of rheumatic fever fre- 
quently occur without a history of a preceding upper respiratory 
infection. 

Clinical illness and significant increases in antistreptolysin O 
titer were noted most frequently in the youngest age group and 
less frequently in the older age groups after the acquisition of 
group A hemolytic streptococci. Significant increases in anti- 
streptolysin O titer were preceded most frequently by upper 
respiratory illness in the youngest age group and less frequently 
in the older age groups, in which subclinical infections were 
more common. Nontypable group A hemolytic streptococci 
appeared to be as capable of producing clinical illness and im- 
munologic responses as typable organisms. Failure of penicillin 
to eradicate group C hemolytic streptococci, even when given in 
quantities producing adequate blood levels (0.03 to 0.125 unit 
per ml.), was observed in a few instances. While tetracycline 
hydrochloride eradicated these organisms, its administration was 
followed by the emergence of large numbers of staphylococci. 
The latter produced no adverse effects even during an epidemic 
of measles. Short courses of penicillin and of tetracycline ther- 
apy often failed to eradicate hemolytic streptococci. That such 
eradication can be achieved by prolonged therapy was con- 
clusively demonstrated. The failure to eradicate group C or- 
ganisms with penicillin blood levels adequate against group A 
organisms is of interest. The role of group C organisms as po- 
tential precursors of rheumatic fever deserves further investiga- 
tion. 


Cortisone in Treatment of Hemolytic Disease from Rhesus 
Factor; Report ot a Case. P. Monnet. Pédiatrie 11:348-350 
(No. 3) 1956 (In French) [Lyon, France]. 


A 7-day-old girl was brought to the author with severe 
kernicterus from Rh-factor incompatibility. The degree of hy- 
perbilirubinemia was severe, while that of anemia was slight; 
the maternal antibody titer was especially high. In view of all 
this, exchange transfusion was not practiced, but cortisone ther- 
apy was tried for its ant-hemolytic effect, 12.5 mg. being given 
daily by mouth. The jaundice began to disappear within a few 
days and was completely gone by the 11th day after the start 
of treatment. The baby’s general condition was greatly im- 
proved. Her Coombs’ test remained positive, but it was clear 
from bilirubin determinations that the hemolytic process had 
been strongly modified. The Coombs’ test became negative after 
70 ml. of stored blood had been transfused in two injections a 
week apart. Cortisone therapy was discontinued after a total of 
37 days. The baby seemed healthy and had a normal Moro 
reflex, but some time later she had two bouts of unexplained 
fever, and a permanent opisthotonos became established. An at- 
tack of convulsions was relieved by lumbar puncture, but a 
subconvulsive state persisted despite the administration of 40 
mg. of phenobarbital daily. She was discharged from the hos- 
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pital at the age of two months and three weeks. When seen 
again at seven and nine months, her condition was fairly satis- 
factory: opisthotonos was occurring only occasionally and the 
baby weighed 6.4 kg. In this case, cortisone alone had a spec- 
tacular effect on the known course of the disease, though the 
patient was left with a number of undesirable sequelae. It 
would seem that the hormone deserves a place in the treatment 
of hemolytic jaundice of the newborn caused by Rh incompati- 
bility, presumably as an adjunct to exchange transfusion. 


UROLOGY 


A Report on Hypaque, a New Intravenous Urographic Medium: 
Series of 800 Cases. M. E. Speicher. Am. J. Roentgenol. 75:865- 
869 ( May) 1956 [Springfield, Il.]}. 


Hypaque (sodium 3-5 diacetamido 2-4-6 tri-iodobenzoate ) 
is a parenteral urographic medium that causes minimal side- 
effects while producing urograms as good as or better than 
those obtained with other urographic agents in contemporary 
use. The intravenous injection of 30 cc. of a 50% solution of 
hypaque was made into an antecubital vessel in a period of 
time varying from 30 to 180 seconds. The urograms were taken 
at 10, 40, and 75 minute intervals after the injection. Those 
taken 10 minutes after the injection were the most satisfactory 
with normal renal function and unobstructed urinary tracts. 
The delayed urograms were superior if renal function was 
impaired or obstruction was present within the collecting 
system. Of 800 excretory urograms obtained with hypaque, 
678 (84.8%) were satisfactory for a diagnostic interpretation, 
and, of these, 108 were excellent, outlining the calices and 
pelves as clearly as might be expected with retrograde pyelog- 
raphy and affording good visualization of the ureters and the 
bladder. Five hundred seventy urograms were graded as good 
when the calices were incompletely yet sufficiently filled so as 
to yield an impression of normality or abnormality of the 
pyelogram while providing satisfactory visualization of the 
ureters and the bladder. The quality of the urograms was 
little influenced by the rate of injection of the contrast medium. 
Side-effects consisting of nausea, vomiting, urticarial reactions, 
allergic rhinitis, faintness, and transitory hypotension occurred 
in 83 patients (10.4%); they did not require specific therapy. 
In patients with a history of allergy, asthma, hay fever, or drug 
sensitivity, the incidence of side-effects was increased. The 
rate of injection had little influence on the incidence of side- 
effects. Flushing occurred as a side-effect in only one of 10 
patients with known hypersensitivity to other urographic agents 
admimstered intravenously. In patients of this type, hypaque 
may be used with a low incidence of side-effects. 


Acute Renal Lesions After Pyelography. P. P. Figdor. Ztschr. 
Urol. 49:133-147 (No. 3) 1956 (In German) [Leipzig, Ger- 
many]. 


In the course of the last two years, three patients in whom 
renal damage developed after pyelography were observed at 
the Vienna city hospital. One was a man, aged 49, and the 
other two were girls, aged 13 and 3 years respectively. Clini- 
cally all three patients exhibited acute renal failure. In the man 
the renal damage developed after intravenous pyelography, in 
the children after retrograde pyelography. The better known 
sudden and generalized reaction was completely absent in 
these three patients. It is assumed that in the man damage to 
the renal tubules resulted from hypersensitivity to the iodine 
in the contrast medium. An intravenous pyelography four 
months previously may have produced sensitization to the 
iodine-containing contrast medium, and so this time there was 
not the usual general reaction but 2 more localized reaction 
in a region in which the “antigen” was more concentrated, in 
this case in the kidney. A sudden stoppage may take place 
in the excretion of the contrast medium; possibly a “shunt” 
was produced in the renal circulation. Since iodine-containing 
contrast mediums are used for examination even in the presence 
of severe renal disorders, and since the reactions here described 
are comparatively rare, it is assumed that a toxic factor is 
probably of only minor significance in the pathogenesis of the 
tubular changes. The author assumes that in the two children 
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a “shunt” within the renal circulation probably resulted from 
the trauma caused by the retrograde pyelography. The chief 
aim of this report was to call attention to the occurrence of 
such acute tubular changes following pyelography, for with 
early recognition and prompt treatment at least some of the 
damage is repaired. It is essential to prevent the development 
of severe uremia until regenerative processes within the kidney 
are sufficiently advanced that the organ will be equal to the 
minimal functional requirements. These processes can be 
supported and promoted by a suitable diet, supervision and 
normalization of the electrolyte metabolism, and the use of the 
artificial kidney. If acute tubular damage is suspected after 
pyelography, then this diagnosis will be corroborated if, in 
the presence of oliguria, there is severe vomiting, rapid im- 
pairment of the general condition, and the values of creatinine, 
nonprotein nitrogen, and urea are low in the urine. 


Non-Gonorrheal Urethral Discharge. E. Stephenson. Canad. 
M. A. J. 74:633-636 (April 15) 1956 [Toronto, Canada]. 


Of 243 men with acute or chronic urethral discharge, this 
was caused by prostatitis in 130 (54%) and by urethral stricture 
in 13 (5%). Nonspecific urethritis probably of venereal origin 
was a Clinical entity in 41 patients (17%). Prostatitis and 
stricture are major causative factors in urethritis. When either 
condition exists, treatment is required to effect cure or at least 
prevent recurrence. In the patients reported on it consisted of 
administration of 300,000 units of a repository penicillin prep- 
aration daily for one to three days and of 1 gm. of a sulfona- 
mide four times daily. In addition, the need for sobriety, con- 
tinence, adequate rest, and forced fluids was emphasized. This 
system of treatment proved satisfactory in most patients. 
Sulfadiazine eradicated the nonspecific urethritis in 26 of the 31 
patients in whom it was given a therapeutic trial. Although 
sulfonamides, arsenicals, or antibiotics eradicate or lessen the 
discharge in urethritis, the patient should not be dismissed 
until a complete laboratory investigation has been done, in- 
cluding culturing of the meatal pus for gonocecci and for other 
bacteria whose sensitivity to antibiotics can be determined. 


Potassium-Losing Pyelonephritis. R. D. Eastham and M. Mc- 
Elligott. Brit. M. J. 1:898-899 (April 21) 1956 [London, Eng- 
land]. 


A 5l-year-old woman was admitted to the hospital because 
of bilateral renal pain, polydipsia, polyuria, pyrexia, and vomit- 
ing of eight days’ duration. A marked generalized weakness 
without drowsiness had developed 48 hours before admission, 
and for 24 hours the patient had been unable to raise her head 
from the pillow. She had had repeated attacks of infective 
parotitis since 1948. A diagnosis of acute pyelonephritis was 
made. The urine was loaded with albumin and pus cells, and 
Escherichia coli was later isolated. The white blood cell count 
was 60,800 per cubic millimeter and the blood urea was 160 
mg. per 100 ml. Treatment with streptomycin produced a 
satisfactory response. Renal pain ceased, the urine cleared, 
and the blood urea fell to 43 mg. per 100 ml. in 12 days. The 
isolated Esch. coli was insensitive in vitro to the antibiotic 
used. 
A plasma electrolyte examination made on admission showed 
sodium 135, potassium 1.2, chloride 106.3, and alkali reserve of 
8.9 mEq. per liter. Urinary potassium excretion, however, even 
with this excessively low level of plasma potassium, was 13.9 
mEq. per liter. The hyponatremic acidosis was corrected by 
15 gm. of sodium bicarbonate orally, and the plasma potassium 
level rose to 3.8 mEq. per liter in 48 hours after ingestion of 
20 gm. of potassium (512 mEq.) given as potassium chloride 
and potassium citrate. Resolution of the paralysis followed this 
improvement, and thereafter the patient was maintained on a 
normal diet to which 1.5 gm. of potassium was added daily. 
Another but milder attack of pyelonephritis occurred 30 days 
after admission. This, too, was accompanied by hypokalemia 
(2.9 mEq. of potassium per liter), which resolved in three 
days as the infection cleared. No added potassium was given 
apart from the maintenance dose. Abdominal x-ray examina- 
tion disclosed bilateral diffuse nephrocalcinosis, and the renal 
function tests showed gross renal impairment; the patient was, 
in fact, rapidly approaching isosthenuria, although she could 
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still respond by marked diuresis to a water load. She returned 
to her work at a sedentary occupation after discharge from 
the hospital and has remained well except for one mild attack 
of parotitis, accompanied by some pain in the left kidney, which 
subsided within 24 hours after sulfadimidine administration. 
Her potassium intake was later raised to 3 gm. daily in addition 
to that contained in a normal diet. 

Renal potassium loss is sometimes attributable to primary 
aldosteronism, but it seems that only a renal lesion can explain 
the clinical and laboratory findings in this case. The patient’s 
pyelonephritis, which perhaps originated in her parotitis, may 
have led to the development of the renal lesion, or, on the other 
hand, the renal lesion may have been present before the attacks 
of pyelonephritis, some of which were probably subclinical and 
occurred before her admission to the hospital. 


Transurethral Dilatation of the Prostate: A New Method in the 
Treatment of Prostatic Hypertrophy. W. Dcisting. Urol. In- 
ternat. 2:158-171 (No. 3) 1956 [New York]. 


Two hundred ninety-seven men with hypertrophy of the pros- 
tate and 27 men with fibrosis of the prostate were subjected 
to transurethral dilatation of the prostatic ring, a new method 
devised by the author for prostatic surgery. The procedure 
consists of intracapsular, transurethral disruption of the anterior 
and posterior commissures of the prostatic adenoma with the 
aid of a special prostatic dilator. Preoperative cystoscopy 
should always be performed, because it reveals the presence 
or absence of calculi and tumors and because the size and form 
of an endovesical prostatic prominence is decisive in the choice 
of the size of the dilator. With the patient preferably in the 
lithotomy position, the operation may be divided in four stages: 
1. After evacuation of the bladder the dilator that best corre- 
sponds to the length of the prostate is inserted in the same man- 
ner as a metal catheter. The dilator consists of a shaft and 
two dilator branches. The angled transition from the shaft to 
the dilator branches makes it easy to check the proper place- 
ment of the instrument by rectal exploration in order to pre- 
vent injury to the external sphincter. 2. The shaft of the dilator 
is provided with two hand wheels. An assistant holds the 
instrument in the proper position with the aid of the hand 
wheel fixed to the shaft. Under constant rectal guidance the 
surgeon commences the dilation by turning the movable hand 
wheel. The optimum dilatation varies from 4 to 8 cm. in pros- 
tatic hypertrophy and from 3 to 5 cm. in prostatic atrophy. 
38. When the maximum dilatation has been estimated, the dis- 
tance between the branches of the instrument is slowly in- 
creased towards this value. As soon as the instrument lies 
firmly in the prostatic ring, the shafts should be raised a little, 
so that the instrument cannot slip into the bladder, and because 
it gives better possibilities of exploration. The dilator should 
remain in situ once the maximum dilatation has been attained. 
This prolonged dilatation results in the exhaustion of the elas- 
ticity of the prostatic capsule; only when this has been attained 
does the adenoma, which has been split in two, yield sufficiently 
to the intravesical pressure. 4. Removal of the instrument is 
done most rapidly by pulling the movable hand wheel vigor- 
ously back, so that the closure of the branches is distinctly 
heard and felt. Before the dilator is removed, its branches 
should be opened 1 to 2 mm. to prevent them from inadvert- 
ently nibbling off tissue fragments. The intervention is con- 
cluded by the insertion of a catheter and aspiration of blood 
and clots that have collected in the bladder. Irrigation of the 
bladder should be avoided as long as the bleeding does not 
show a tendency to clotting, thereby occluding the indwelling 
catheter. The postoperative treatment is otherwise essentially 
the same as in transurethral resection. 

Of the 324 patients treated by transurethral dilatation, 309 
(95.3%) were discharged as cured, i.e., free from residual urine. 
However, this group also included 19 patients with vesical 
diverticula or vesical atony in whom the residual urine ranged 
from 50 to 150 cc. Ten patients (3.2%) were therapeutic 
failures. Five patients (1.5%) died within 80 days after the 
intervention (one of coronary embolism, three of pneumonia, 
and one of uremia), but four of them were free from residual 
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urine after the dilatation. The percentages of recurrences ob- 
served after transurethral dilatation were as follows: 1.7% 
after three years, 5.4% after five years, and 15.2% after eight 
years. The minimal operative risk involved makes transurethral 
dilatation equally suitable for the treatment of both the early 
phases and extremely neglected cases of hypertrophy of the 
prostate. No other method has such a low mortality. The risk 
of recurrence is within reasonable limits and does not exceed 
that following radical operations. 


OTOLARYNGOLOGY 


The Control of Sound Transmission by the Middle Ear Muscles. 
E. G. Wever and J. A. Vernon. Ann. Otol. Rhin. & Laryng. 
65:5-14 (March) 1956 [St. Louis]. 


Experiments were carried out in cats that were first anesthe- 
tized with pentobarbital sodium and then decerebrated, after 
which a period of two to three hours was interposed to permit 
an elimination of the anesthetic and a recovery of reflex excit- 
ability. Both pinnas were removed, and a sound cannula was 
tied into the external meatus of each side. These cannulas led 
from separate loudspeakers, and each carried a probe tube for 
the indication of sound pressures delivered to the ear. The audi- 
tory bulla was opened on the right side, and a platinum foil 
electrode was placed on the round window membrane for the 
recording of cochlear potentials. A wave analyzer was used for 
the measurement of these potentials. A tone, usually of 450 
cps, was conducted to the right ear and steadily maintained at 
an intensity that in the absence of reflex activity produced a 
cochlear potential of 50 #v. Then reflex activity was elicited by 
stimulating the left ear with tones of various frequencies over a 
range of 100 to 10,000 cps. The stimulating tones were pre- 
sented first at low intensities and then were raised by small 
steps until a reflex action of the middle ear muscles was indi- 
cated by a change in the magnitude of the cochlear potentials 
from the right ear. The stimulation was raised further in steps 
of 1 or 2 db., and this procedure was continued until the effect 
became stabilized or until the intensity level was so high as to 
endanger the ear. 

Results showed that in the cat a reflex action of the tympanic 
muscles can enhance as well as reduce the transmission of sounds 
by the middle ear. The manner of contraction of the two muscles 
in combination and of either muscle by itself appeared to be 
subject to change according to the frequency and intensity of 
acoustic stimulation. The strain-gauge observations indicated 
that the action along the line of the tensor tendon can consist 
of a reduction of tension as well as an increase. Whether this 
reduction of tension represents an actual relaxation of the 
muscle or a contrary action of different groups of its fibers has 
not been ascertained. No relaxations were revealed by the visual 
observations, but they could have occurred without being ob- 
vious. The visual observations indicated a regular alteration in 
the form of the action of the tensor tympani muscle according 
to stimulus intensity, It seemed that the contractions in the gain 
phase were not of the muscle as a whole but of its more medial 
portion. This portion has a direction of pull nearly at right 
angles to the tensor tendon and opposite to the stapedius muscle. 
It therefore may be expected to have an effect on transmission 
different from that of the main body of the tensor. As the stimu- 
lus intensity is raised the contraction grows progressively strong- 
er, and as the loss threshold is reached it is a vigorous action 
involving the whole muscle. It is easy to account for a gain in 
transmission as a result of a reduction of muscle tension, for 
such a reduction can be expected to bring about a diminution 
in the damping of the ossicular chain. The observation of a gain 
in transmission coincident with an increase of muscle tension 
was much more common, however. For an explanation of this 
effect the authors suggest either the elimination of looseness in 
the coupling of the ossicles or an alteration in the resonance 
characteristics of the system. These results indicate that the 
neural patterns governing the reflex action of the two muscles 
are highly complex in nature and that the pathways and con- 
nections differ according to the frequency of st..ulation. 
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Pure Tone Threshold and Hearing for Speech—Diagnostic 
Significance of Inconsistencies. L. Juers. Laryngoscope 
66:402-409 (April) 1956 [St. Louis]. 


Hearing for speech may be worse than would be anticipated 
from the pure tone threshold audiogram or it may be consider- 
ably better. Most inconsistencies observed are in the direction 
of speech hearing being worse than the pure tone threshold 
would indicate. In pure conduction deafness, the hearing loss 
for speech correlates well with the pure tone threshold. In 
neural deafness, the correlation may be fairly good in some 
instances, but frequently the difficulty in hearing and under- 
standing speech is much greater than is indicated by the pure 
tone curve. Greater loss for pure tones than for speech is com- 
paratively rare, but if it occurs it is highly suggestive of psycho- 
genic deafness. The author believes that psychogenic deafness 
can be explained on the basis of a “psycho-auditory regression” 
resulting from psychological stress in a predisposed or pre- 
conditioned person. He emphasizes that some form of speech 
testing is essential as a supplement to the pure tone audiogram 
in evaluating a patient’s capacity to hear and understand speech. 


THERAPEUTICS 


Trial Therapy of Diabetes Mellitus with BZ-55 (Carbutamide ). 
R. Boulin. Presse méd. 64:643-645 (April 7) 1956 (In French) 
[Paris, France]. 


Fifteen patients with diabetes mellitus were treated with 
carbutamide. The age of the patients ranged from 37 to 80 
years. In general, their disease was mild or moderate. The 
treatment was a failure in two patients. One was a 37-year-old 
woman whose diabetes was severe and required 60 units ot 
insulin daily for adequate control. When carbutamide was sub- 
stituted for the insulin, acidoketosis developed and the treat- 
ment had to be stopped. In another woman, the glycemic cycle 
was not improved, despite the fact that the induced hypergly- 
cemia test showed lower values after carbutamide therapy than 
before. Results were satisfactory in the other 13 patients. 
Duration of therapy was 10 to 26 days, and the total doses 
varied between 7.5 and 49 gm. Six patients were able to give 
up insulin in habitual doses of from 8 to 42 units. The effect of 
carbutamide manifested itself in the disappearance of glycosuria, 
improvement of the glycemic cycle, and reduction in the amount 
of hyperglycemia that could be induced, although the response 
to this test remained characteristic of the patient with diabetes. 
No undesirable effects were noted on the liver, kidneys, or skin. 
One patient had manifestations of hypoglycemia from over- 
dosage, but these were of no consequence. 


Treatment of Cancer with Triethylene Thiophosphoramide and 
Oxapentamethylene. J. C. Bateman and N. J. Larsen. J. Am. 
Geriatrics Soc. 4:341-347 (April) 1956 [Baltimore]. 


Only about half of all cancers are detected while they are still 
located at the site of origin, when operation and irradiation are 
usually effective. After dissemination, hormones are useful in 
certain types of far-advanced neoplasms, but a chemotherapeu- 
tic agent is needed for patients who do not respond or who have 
become resistant to hormones. This report is concerned with 
195 patients with a variety of cancers considered far advanced 
and unsuitable for other forms of therapy, who were treated 
with N-N’-N”-triethylene thiophosphoramide and N-(3-oxapen- 
tamethylene) N’-N”-diethylene phosphoramide. These agents 
were given intravenously, intramuscularly, intra-arterially, in- 
trapleurally, intraperitoneally, intrapericardially, intracranially, 
and directly into tumor sites. Of the 195 patients, 122 received 
triethylene thiophosphoramide, 26 received oxapentamethylene, 
and 47 were changed from one agent to the other. Triethylene 
thiophosphoramide was administered in doses of 5 to 40 mg. 
dissolved in sterile distilled water in a concentration of 10 mg. 
per cubic centimeter. Oxapentamethylene in doses of 10 to 
80 mg. was similarly prepared in a concentration of 20 mg. per 
cubic centimeter. Total doses varied from 15 to 535 mg. of 
triethylene thiophosphoramide, given over periods of from i to 
485 days (average 89), and from 20 to 555 mg. of oxapenta- 
methylene given in a period of from 1 to 287 days (average 36). 
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The drugs were given once every one to three weeks, except 
early in the course of treatment when semiweekly injections 
were sometimes employed. The intra-arterial route, used in two 
patients, has been discontinued, because other routes are simpler 
and just as effective. A blood cell count was made prior to the 
administration of each dose. The patients treated included 74 
with cancer of the breast, 24 with cancer of the ovary, 26 with 
cancer of the gastrointestinal tract, and 22 with cancer of the 
lung; smaller numbers of patients had cancer of the uterus, of 
the central nervous system, of the urinary tract, or of various 
other organs. In 151 patients with far-advanced cancer survival 
ranged up to 14 months, the average for patients with cancer of 
the breast being 5 months, of the ovary 6 months, of the lung 
2.8 months, of the gastrointestinal tract 3 months, and of the 
central nervous system 8.7 months. 


Study of a New Antidiabetic Sulfonamide: Clinical Indications 
and Dosage. A. Ravina. Presse méd. 64:646-649 (April 7) 1956 
(In French ) [Paris, France]. 


The author used carbutamide in the treatment of nine diabetic 
patients aged 52 te 75 years who also had other diseases. The 
product was well tolerated by all of them. It was given in 
0.5-gm. tablets, no more than 5 a day to start. This number was 
soon decreased, following the indications given by the amounts 
of glucose in blood and urine, and usually reached 1 or 2 tablets 
a day by the end of the first week. This initial therapy tended 
to last 10 to 14 days, after which individual maintenance doses 
were determined. Results were satisfactory in all the patients. 
The two basic types of diabetic patients were clearly differenti- 
ated by the action of carbutamide, which was superior in the 
stout, plethoric ones and inferior in the thin ones whose disease 
was due strictly to insulin deficiency and could not be controlled 
by dietary restriction. In the former type, glycosuria and gly- 
cemia were lowered in a few days by carbutamide, sometimes 
in a few hours. The best results were achieved in patients over 
50 whose disease was of recent onset. If they had been pre- 
viously treated with insulin, the results with the new therapy 
were better in proportion to the short duration of the insulin 
therapy, but bore no relation to the doses administered of either 
medicament. 


Side Effects of Antibiotic Therapy. J. P. Nasou and M. J. 
Romansky. Postgrad. Med. 19:341-345 (April) 1956 [Minne- 
apolis] 


The authors discuss three different aspects of the complica- 
tions of antibiotic therapy. Commenting on innate toxicities 
they list 14 antibiotics that are produced commercially and 
divide them into two groups, 8 being in common use and 6 
being used more rarely. Drug fever may occur with any of 
the antibiotics. Other innate toxicities mentioned are: the 
production of focal or generalized convulsions with penicillin; 
the ototoxic effect of streptomycin; the rare production of 
agranulocytosis or aplastic anemia by chloramphenicol; and 
the production of nausea and vomiting and of various anorectal 
disorders ( pruritis, fissures, proctitis, and ulcerative colitis) by 
the tetracycline series. Furthermore the tetracyclines and a 
number of the less commonly used antibiotics may also have 
hepatotoxic and nephrotoxic effects. Among the complications 
incident to the host’s response, the sensitivity reactions to anti- 
biotics have attracted the greatest attention, probably because 
they are the least predictable and commonest. Probably most 
important is a sensitizing exposure. The history in most cases 
of allergic reactions confirms that there is usually previous con- 
tact with the antibiotic. Second in importance is an allergic 
constitution; allergists estimate that 15% of the population have 
a predisposition to allergy. The third factor is the antibiotic 
preparation and route of administration. Generally, local ap- 
plication, including troches and lozenges, is most likely to pro- 
duce sensitization; then there are cross reactions with the 
products of other fungi. Sensitivity reactions that take the 
form of skin manifestations occur particularly with penicillin 
and streptomycin. They are comparatively rare with the so- 
called broad-spectrum antibiotics. Anaphylaxis is perhaps the 
most alarming complication of antibiotic therapy. This is usu- 
ally an immediate reaction, coming on a few seconds to a few 
hours after administration and characterized by any or all of 
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the following: urticaria, angioneurotic edema, asthma, labored 
breathing, shock, cyanosis, and unconsciousness. Death may 
occur in from two minutes to several hours after onset. 

The patient’s bacteriological flora may become altered in 
the course of therapy. Recently staphylococcie diarrhea has 
been occupying the spotlight. This complication may follow 
therapy with the broad-spectrum antibiotics, appearing about 
the 5th to 12th day after treatment is initiated. About this 
time, due to changes in the intestinal flora, staphylococci be- 
come the predominant micro-organism. What results is the 
same as a very severe episode ot staphylococcic food poisoning, 
i.e., fever and diarrhea early in the course, and later dehydra- 
tion, shock, oliguria, and azotemia. Death, if it occurs, is due 
to toxemia, not septicemia. A great variety of reactions at- 
tending antibiotic therapy have been attributed to fungous 
infections. These may include thrush, black hairy tongue, 
vaginitis, pruritus ani, proctitis, prolonged diarrhea, and pul- 
monary disease. A diagnosis of moniliasis is usually made in 
such cases on the basis of smears of cultures from the lesions. 
Superinfection by a new organism in the course of treatment 
of another infection is not rare. There are many misconcep- 
tions associated with resistance to antibiotics. The organisms 
that are most frequently troublesome because of resistance are 
the staphylococci, enterococci, Proteus pyocyaneus, and oc- 
casionally the coliform group. Combinations of antibiotics 
should be used only when specifically indicated. Penicillin 
should not be given to patients in coma or to those unable 
to give an adequate history. Persons allergic to antibiotics 
should at all times carry identification indicating this. 


On the Effects of 5-Hydroxytryptamine. A. Bassani and S. 
Fantini. Gior. gerontol. 4:131-138 (March) 1956 (In Italian) 
[Florence, Italy]. 


The authors gave 5-hydroxytryptamine to a group of 20 
patients ranging in age from 55 to 86 years who showed a 
positive reaction to the tourniquet test. Most of them were 
affected with hypertension and arteriosclerosis. Every patient 
received 5 mg. of the drug intramuscularly. Injections were 
given every 6 or 12 hours for five days. A significant reduc- 
tion of the petechiae in every patient was observed even with 
minimal doses. The preparation was more effective with 
younger patients who at the beginning of the treatment showed 
a more positive tourniquet test. In nine patients the tourni- 
quet test revealed a marked reduction in the capillary fragility 
only one month after the beginning of the treatment. The 
number of petechiae went down from 98.4 to 33.6 (medium 
values) in five patients and from 45.4 to 28.5 (medium values ) 
in the other four. The drug in therapeutic doses does not modify 
the pressor values and has no side-effects on the renal function. 
This was noticed even in those patients who showed symptoms 
of nephrosclerosis. The authors believe that because of its positive 
effect on capillary resistance 5-hydroxytryptamine could be 
used in the symptomatic therapy of cerebral hemorrhage in 
elderly patients with capillary fragility. 


Dihydrocodeine: Further Development in Measurement of An- 
algesic Power and Appraisal of Psychologic Side Effects of 
Analgesic Agents. J. S. Gravenstein, G. M. Smith, R. D. Sphire 
and others. New England J. Med. 254:877-885 (May 10) 1956 
[Boston]. 


Dihydrocodeine and dihydroisocodeine are hydrogenated 
derivatives of codeine and isocodeine. Previous studies had 
shown that milligram tor milligram both dihydroisocodeine 
and dihydrocodeine produced greater analgesia than codeine. 
The authors used dihydrocodeine and dihydroisocodeine in pa- 
tients with postoperative wound pain. Morphine served as a 
standard for comparison. In the evaluation of side-effects, mor- 
phine and placebo comparisons were made with the new agents 
in normal volunteers. The outstanding result of this study 
was that 30 mg. of dihydrocodeine per 70 kg. of body weight 
is a powerful analgesic agent, which, although somewhat less 
powerful than morphine, is essentially free of both objective 
(respiratory depression) and subjective (nausea and mood 
change) side-effects. Its action is of somewhat shorter dura- 
tion than that of 10 mg. of morphine. This limitation, how- 
ever, is of no practical importance, since the agent has so few 
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and such light side-effects that it can be readministered. Di- 
hydroisocodeine, in a dose of 30 mg., is about as potent as 
10 mg. of morphine in both analgesic effect and side-effect 
liability. This study presents a further development in tech- 
niques of appraisal of analgesic power, with emphasis here 
on two levels of pain and improved measurement of the dura- 
tion of effectiveness of the agents used. 


Effect of Cortisone on the Pulmonary Cholinergic Hypersensi- 
tivity of the Asthmatic. R. Tiffeneau and P. Dunoyer. Presse 
méd. 64:719-721 (April 18) 1956 (In French) [Paris, France]. 


The lungs of persons with asthma are abnormally sensitive 
to acetylcholine and histamine, two chemical agents with 
bronchoconstricting and vasodilating properties. The clinical 
improvement produced by cortisone in these patients is not 
the result of a reduction of this hypersensitivity, as shown 
by the fact that the threshold dose of acetylcholine, i.e., the 
minimum amount that can produce a ventilatory effect, is 
virtually the same before and after the administration of corti- 
sone. It seems probable that cortisone acts by inhibiting the 
elaboration or release of acetylcholine and histamine, contrary 
to the action of another eftective therapeutic agent, epine- 
phrine, which limits the lung sensitivity. 


Treatment of Phlebothrombosis and Its Sequelae with Intra- 
Arterial Trypsin. M. F. Villamil and H. Beheran. Angiology 
7:179-185 (April) 1956 [Baltimore]. 


Crystalline trypsin (Tryptar) was given to five patients with 
acute phlebothrombosis, two with thrombophlebitis, and eight 
with postphlebitic sequelae (two of whom had chronic edema, 
one scleroderma, and five chronic ulcers). From 15 to 20 mg. 
of trypsin previously dissolved in 2 to 3 cc. of the diluent that 
comes with the drug, together with 20 mg. of diphenhydra- 
mine hydrochloride and 10 cc. of 1% solution of procaine, was 
injected into the femoral artery at the level of the groin. The 
shortest course consisted of 3 injections and the longest of 25. 
The most outstanding effect obtained in the patients with acute 
phlebothrombosis was the immediate alleviation of pain and 
reduction of objective tissue tension in the affected extremity. 
In three of these patients, complete remission of all symptoms 
occurred within 3 to 10 days after two to six injections. The 
course of the disease was shortened and the sequelae either 
prevented or lessened. In one patient with recurrent throm- 
bophlebitis, a bout of superficial thrombophlebitis was readily 
controlled after three injections of 15 mg. of trypsin each. In 
one patient with primary thrombophlebitis with an allergic 
background, an anaphylactoid local reaction occurred that made 
discontinuation of the treatment necessary. Poor results were 
obtained in the patients with postphlebitic edema. Trypsin 
was moderately effective in the patient with scleroderma and 
highly effective in those with postphlebitic ulcers. The addi- 
tion of hyaluronidase to the injected solution proved particu- 
larly advantageous in the management of postphlebitic ulcers. 
The mechanism of action of trypsin is unknown. 


Phagocytin: A Bactericidal Substance from Polymorphonuclear 
Leucocytes. J. G. Hirsch. J. Exper. Med. 103:589-611 (May) 
1956 [New York]. 


While the importance of phagocytic cells in protecting ani- 
inals from infectious diseases has been generally accepted, 
practically no information is available concerning the intra- 
phagocytic biochemical conditions that bring about death of 
the engulfed micro-organisms. The only bactericidal material 
recognized to be present in phagocytes is lysozyme, an ami- 
nopolysaccharidase found in polymorphonuclear leukocytes. 
This enzyme can hardly be responsible for all of the anti- 
bacterial activity of these cells, since they are known to destroy 
many bacteria resistant to lysozyme. A technique was developed 
for collecting large numbers of polymorphonuclear leukocytes 
from peritoneal exudates in rabbits. These cells were obtained 
essentially free from other cell types and from debris. When 
microphages so procured were disrupted by physical methods 
and extracted with aqueous salt solutions, the soluble fraction 
manifested striking bactericidal activity, especially on gram- 
negative enteric bacilli. The susceptible micro-organisms were 
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not lysed. This bactericidal substance, which has been called 
phagocytin, appears to be limited in distribution mainly to the 
polymorphonnclear leukocyte. No phagocytin is present in 
extracts of rabbit heart, kidney, or skeletal muscle, and rabbit 
liver and spleen contain much less than do packed leukocytes. 
Extracts of human and of guinea-pig microphages show less 
bactericidal activity than rabbit-cell preparations. Similar ex- 
tracts of rat and mouse polymorphonuclear leukocytes contain 
no demonstrable phagocytin. As indicated by its behavior on 
dialysis, on exposure to proteolytic enzymes, and on salt frac- 
tionation, phagocytin appears to be a protein with general 
properties characteristic of a globulin. It is clearly different from 
lysozyme and from properdin. Although phagocytin is reason- 
ably stable at temperatures of 65 C and lower for several hours, 
solutions of it gradually lose bactericidal activity on standing 
for prolonged periods at 4 C. This instability, and also the ease 
with which phagocytin is inactivated, presumably by absorp- 
tion, on exposure to a variety of materials, have thus far ren- 
dered fruitless efforts to isolate it. 


Studies of the Bactericidal Action of Phagocytin. J. G. Hirsch. 
J. Exper. Med. 103:613-621 (May) 1956 [New York]. 


Phagocytin, the bactericidal substance isolated from rabbit 
polymorphonuclear leukocytes, manifests in vitro striking lethal 
action on various bacteria, especially on gram-negative enteric 
bacilli. It appears to be a protein with general properties char- 
acteristic of a globulin. The bactericidal activity of phagocytin 
on gram-negative enteric bacilli is influenced by the reaction 
of the medium; the more acid the environment, the more 
marked is the activity. Phagocytin exerts about the same action 
whether citrates, acetates, or phosphates are used as buffers, 
and the addition of glucose, casein hydrolysate, or cation-bind- 
ing agents does not produce notable change. Although proteins 
in general have but little effect, the inclusion in the medium 
of a high concentration of bovine plasma albumin neutralizes 
the lethal action of phagocytin on enteric bacilli. High concen- 
trations of magnesium or calcium ions antagonize but do not 
completely block the bactericidal effect. The bactericidal activ- 
ity of phagocytin is essentially independent of the numbers 
of bacteria exposed; a hundredfold increase in the numbers of 
enteric bacilli results in a twofold increase in the concentration 
of phagocytin required to kill 90% of them. When susceptible 
micro-organisms are exposed to phagocytin at 0 C, practically 
no killing takes place. At higher temperatures the bactericidal 
action is rapia, being well advanced in 5 minutes and com- 
plete within 30 minutes. 


PATHOLOGY 


Cancer Diagnosis by Bone Marrow Smears. C, H. Jaimet and 
H. E. Amy. Ann. Int. Med. 44:617-629 ( April) 1956 [Lancaster, 
Pa.]. 


The bone-marrow aspirates of more than 4,100 patients were 
studied. In an attempt to avoid confusion in regard to the re- 
cognition of abnormal cytology in the bone marrow, 200 speci- 
mens of bone marrow first were studied from patients who had 
been proved not to have malignancies and who did not present 
hematological problems, The cytological findings in these speci- 
mens were compared with those in the bone-marrow aspirates 
taken from 128 patients on admission before clinical investiga- 
tions were performed. This latter group included patients with 
mitral stenosis, pyelonephritis, influenza, bronchopneumonia, 
diabetes mellitus, cardiovascular accident, diaphragmatic hernia, 
congestive heart failure, subdural hematoma, asthma, derma- 
titis, prostatic hypertrophy, psychosis, arteriosclerotic heart 
disease, rheumatoid arthritis, epilepsy, pernicious anemia, lym- 
phosarcoma, and four with completely unsuspected carcinoma. 
Certain cell patterns were discovered that occurred in some 
specific conditions and bore some resemblance to so-called sec- 
ondary cell patterns observed in marrow aspirates in which 
tumor metastases were demonstrated. The outstanding sec- 
ondary cell pattern, which proved to be often diagnostic, con- 
sisted of an elevated plasma-cell count in addition to a rise in 
eosinophils in the marrow, accompanied by increased activity of 
lymphocytopoiesis and, occasionally, fibroblasts. No compar- 
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able rise in the quantitative eosinophil count was demonstrated 
in these cases in the peripheral blood. The elevated plasma cell 
count demonstrated a relationship between a marrow. stimulus 
to produce plasma cells and the level of plasma globulin in the 
marrow in conjunction with an elevated sedimentation rate. 
This reaction was most prevalent in patients with rheumatoid 
arthritis, ileitis, and many with unexplained fever, as well as in 
85% of those in the “malignant” group. 

Tumor cells found in bone-marrow aspirates were unlike 
normal hemopoietic cells and also unlike altered hemopoietic 
elements in other pathological conditions. Usually they occurred 
as large-cell or small-cell types, consistent in their general 
cytology in a given case. The tendency of tumor cells to form 
“cell balls” or metastatic clamps makes it easy to differentiate 
them from the loosely arranged cells cf normal hemopoietic 
bone marrow. Their nuclei appear vesiculated, and the cyto- 
plasm may be scanty or may occur in the form of a homogene- 
ous matrix for a large cluster of nuclei, mitotic forms of which 
may be observed. The nuclei may also vary in affinity for stains, 
the chromatin network may be different, and the cytoplasm may 
not show any evident variation. Denuded nuclei may be pres- 
ent and cannot be completely disregarded as_ insignificant. 
Nucleoli are found in almost all of the cell eroups. 

Slight anemia, fatigue, loss of weight, white blood cell count 
alteration, elevation of sedimentation rate, and many minor 
complaints or findings have been the only sign or si¢ns of disease 
in most of the patients in whom the authors found cancer cells 
in the marrow long before malignancy was evident or even 
suspected, There is no evidence that any of the 2,267 patients 
(55.38%) whose marrow aspirates were considered positive for 
malignancy on the basis of micrometastases per se or altered 
cell patterns did not have cancer. The authors are convinced 
that by bone-marrow studies increasing evidence may be found 
of cancer in a large number of patients who heretofore resisted 
diagnosis by all other means. As a complement to microscopic 
tissue studies, body fluid cytological studies, lymph-node im- 
prints, and tissue imprints, the examination of the bone marrow 
for malignant cells or disturbed cell pattern is a valuable aid in 
diagnosis, particularly m obscure cases in which no other histo- 
logical or cytological specimens are available. In addition, 
marrow studies might be of value for prognosis. 


The Thoracic Duct in Malignant Disease. J. M. Young. Am. J. 
Path. 32:253-261 (March-April) 1956 [Ann Arbor, Mich.]. 


In 150 consecutive cases of death due to tumor, excluding 
brain tumors and leukemia, the entire thoracic duct, its main 
tributaries, draining nodes, and left supraclavicular nodes were 
removed and dissected. Multiple blocks representing cross sec- 
tions and lymph-node sections were prepared for microscopic 
study. Dissection revealed involvement in 37% of the cases of 
carcinoma and 71% of the cases of lymphoma. The left 
supraclavicular nodes contained tumor in 37% of the cases ot 
carcinoma and in 88% of the cases of lymphoma. The method 
of involvement by lymphoma was almost entirely by direct 
invasion through the wall of the duct. Carcinoma spread to the 
duct principally through its radicles, but direct invasion was 
observed with carcinoma of the esophagus and bronchogenic 
carcinoma. Frequently the involved Virchow’s nodes were not 
palpable. Thus, involvement of the thoracic duct and the left 
supraclavicular lymph nodes is by no means unusual, and 
biopsy of these nodes, even if they are not palpable, should be 
performed more frequently to help to establish a diagnosis of 
intra-abdominal or intrathoracic disease. The thoracic duct is a 
very frequent and important pathway for the dissemination of 
neoplastic disease. 


Traumatic Displacement of Normal Mammary Epithelium into 
Lymphatics. H. B. Goodall. J. Path. & Bact. 71:225-228 ( Jan.) 
1956 [Edinburgh, Scotland]. 


A 45-year-old woman fell heavily on a tree-stump and sus- 
tained a severe injury of the upper outer quadrant of the left 
breast. A painful lump developed immediately in the substance 
of the breast, accompanied by superficial bruising. The lump 
persisted, and it was excised six weeks later. Trauma to the 


breast can cause local hematoma, diffuse interstitial hemorrhage, 
or fat necrosis. The patient reported on had not only all three of 
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these results, but also, lying in the lymph vessels, what was ap- 
parently normal epithelium. The presence of the epithelial cells 
in the lymphatic vessels could be explained (1) by mechanical 
dislodgement occurring at the time of the accident, during the 
surgical operation, or in the laboratory, or (2) as the result of 
neoplastic invasion. The possibility that these cells might be 
carcinomatous was ultimately rejected on three grounds. First, 
they showed a uniform morphology with no evidence of hyper- 
chromatism or nitotic activity. Second, there was no microscopic 
evidence of carcinoma or even of epithelial hyperplasia in the 
adjacent breast tissue. Third, nearly four years after local re- 
moval there was neither tumor formation in the breasts nor any 
indication of malignancy elsewhere. The precise site of origin 
of the displaced epithelium was not demonstrated. One duct 
and a single group of acini were found largely denuded ot 
epithelium, but these changes might be due to artefact. Ten 
other examples of traumatized breast tissue represented by 21 
sections from the departmental files were examined, but in none 
was there any sign of epithelium in the lymphatics. A similar 
search was made in over 1,000 sections from 421 other non- 
malignant lesions of the breast, again with negative results. It 
is suggested that the epithelial masses present in the lymphatic 
vessels were transferred thither at the time of the injury and 
that the pressure gradient, which Young and his associates have 
recognized as the mechanism underlying the transfer of normal 
and malignant parenchymal cells into vessels, was produced by 
the hemorrhage following the trauma. The part played by trau- 
ma in the dissemination of carcinoma of the breast has long 
been a controversial subject. In the case now recorded trauma 
appears to have caused the transference of normal mammary 
parenchyma to the lymph vessels of a female breast. 


RADIOLOGY 


Anatomo-Functional Phlebography. E. D. Diez and H. A. 
Ferrando. Angiology 7:159-170 (April) 1956 [Baltimore]. 


Phlebographic studies were made in one or both lower ex- 
tremities of 1,053 patients with diseases of the venous system 
of the lower extremities, with the exclusion of acute thromboses. 
Each examination consisted of two frontal and one lateral 
exposure totaling 3,559 phlebograms. As contrast medium a 35% 
solution of iodopyracet (Diodrast) compound was used. Each 
patient received as a minimum in each examination 40 cc. of 
the contrast medium, and in some patients 120 cc. was used. 
The first exposure was made at the end of the injection of 20 cc. 
of the contrast medium in 10 seconds. By this exposure the 
“anatomic image” is obtained showing the femoral and popliteal 
veins from av oblique visual angle downwards and outwards 
ending in a sac-like valvular structure. Immediately over the 
patella in the medial aspect of the femur the geniculate plexus 
is visualized as a reticular venous network directly connected 
with the femoral vein. The “functional image” is obtained by 
the second exposure, carried out while the patient is increasing 
the deep venous pressure with the aid of the Valsalva maneuver. 
The functional image 1s a perfect tracing of the anatomic 
image, since the retrograde hypertension provoked with Val- 
salva’s maneuver is accentuated by the valvular play that divides 
the venous column. The popliteal valve shows its competence 
at the level of the articular interline or underneath. The “lateral 
image” is obtained by the third exposure, the only one that is 
apt to reveal the variable anatomic disposition of the femo- 
ropopliteal vein. 

Anatomofunctional phlebography emphasizes abnormal devi- 
ations of the physiological phenomena that intervene in the 
return venous circulation of the lower extremities. They are 
subdivided into forces that help the venous return, forces that 
impede the venous return, and valvular action. During the 
taking of the anatomic image, the patient is in the erect posi- 
tion and at rest. The vis a tergo, i. e., the residual force of the 
left systolic impulse after overcoming the peripheral force, 
alone acts. The force of the injection of the contrast medium in 
the popliteal vein plus its specific weight will block the vis a 
tergo. From the combination of these two forces one sees two 
results: (1) the vis a tergo is still a positive force, or (2) the 
vis a tergo is annulled. In the first case, there will be no reflux 
even in valvular insufficiency apparent only with Valsalva’s 
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maneuver. In the second case, if the valves are incontinent 
there will be spontaneous reflux, but if not, the image will be 
perfect. In acute thrombosis, ascending technique only must be 
used for confirmation of the venous obstruction, but in chronic 
phlebopathies in patients with varicosities and in those with 
the post-thrombotic syndrome it is necessary to know the func- 
tional condition of the deep venous trunks including the vena 
cava. This knowledge can be obtained only with the use of 
anatomofunctional phlebography, which is an aid in the diag- 
nosis and helps in the selection of the correct treatment. Only 
transitory side-effects were observed, such as coughing, lacri- 
mation, nausea, and immediate palpebral edema in two patients 
with a history of allergy 


Experiences with Ultrahard Roentgen Rays from 31 Mev. 
Betatron in Cancer Therapy. E. Poppe. Tidsskr. norske laegefor. 
76:219-222 (April 1) 1956 (In Norwegian) [Oslo, Norway]. 


All torms of conventional radiation entail much secondary 
radiation outside of the actual radiation field. Betatron radiation 
cuts more sharply than conventional roentgen radiation. The skin 
reaction is slight and causes the patient no special distress. 
High energy roentgen rays from a 3l-mev. betatron give a maxi- 
mum radiation dose at a depth of 6 cm. below the skin, and 
at the depth of 10 cm. the dose is about three times greater 
than that received by the skin. High energy roentgen rays are 
poorly absorbed in bone. The biological effect of betatron 
radiation is qualitatively the same as that of conventional 
roentgen radiation, Quantitatively differences exist, larger doses 
of high energy rays being needed for the same biological effect 
as that of ordinary x-rays. Betatron treatment cannot be substi- 
tuted for conventional roentgen radiation except under certain 
circumstances where the physical relations are more advan- 
tageous for betatron radiation. This holds for deep-seated 
tumors, in the esophagus, urinary bladder, and certain forms 
of central inoperable bronchial tumors; for tumors so located 
that the rays have to penetrate bony tissue in order to reach 
the tumors, in the epipharynx, nasal sinuses, oral cavity, and 
cerebrum; and for tumors previously given large doses of 
conventional roentgen radiation, where the overlying skin no 
longer tolerates this radiation. Betatron radiation has been used 
only in the treatment of malignant tumors. No special hopes 
should be attached to betatron treatment of gastric cancer. 
The largest series of patients treated with betatron radiation 
had cancer of the urinary bladder. The primary results in the 
64 patients treated show that the tumor disappeared in 11, or 
not quite one-third, of the 37 who were given a tumor dose of 
5,000 r or more, and it disappeared in three of the 27 in whom 
the treatment had to be interrupted at an earlier stage with a 
tumor dose of less than 5,000 r, often because of the patient’s 
poor general condition. 


Irradiation Therapy of Cancer of the Thyroid. O. Paul. 
Strahlentherapie 99:354-360 (No. 3) 1956 (In German) 
{Munich, Germany]. 


Cancei of the thyroid has been estimated to be responsible 
for 0.66% of all deaths from malignant tumors, but in regions 
where goiter is endemic this figure ranges between 2.5 and 4%. 
The diagnosis of cancer of the thyroid is frequently made rather 
late, because many of these patients have had thyroid adenomas 
for a long time and pay little attention to slight changes. Al- 
though little is known about the pathogenesis of cancer of the 
thyroid, it is known that the administration of methylthiouracil 
may cause thyroid carcinoma in animals, and so warnings have 
been issued regarding the use of this drug. Irradiation of malig- 
nant tumors of the thyroid has led to efforts to classify their 
radiosensitivity on the basis of their histology. Three histological 
groups are mentioned, and it is suggested that the highly 
differentiated adenocarcinomas of groups 2 and 3 are apparently 
resistant to irradiation or, if there is a partial response, such 
irradiation is nevertheless largely ineffective because of the 
rapid growth and early metastasis, particularly into the lung. 
Metastasis is also frequent with the papillary and alveolar 
adenocarcinomas that frequently invade the blood vessels and 
tend to metastasize into the regional lymph nodes and by way 
of the bloodstream into the skeletal system, where they cause 
osteoclastic metastases. In many patients the bone metastases 
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are noted first and lead to a search for the primary tumor, 
which is then found in the thyroid. Surgical treatment and 
subsequent irradiation is the therapeutic method of choice. 
Radiation therapy alone should be used only when operation 
is either impossible or involves serious risks. While the results 
of irradiation on the whole are less favorable than those of 
operation, there are nevertheless patients in whom the perma- 
nent results of irradiation are surprisingly favorable. The eight 
patients in whom the author resorted to irradiation include 
two in whom long survival resulted. The eight patients included 
seven women who had adenocarcinoma and one man with 
sarcoma. The sarcoma proved resistant to irradiation. In one 
of the women, multiple pulmonary metastases developed after 
two years, and she was treated with distant roentgenotherapy. 
Another woman died shortly after completion of irradiation 
as the result of metastases that could not be influenced by 
roentgen rays. The remaining five women survived for 4 to 15 
years. 


Reduction of Irradiation Dosage Reaching Bladder and Rectum 
During Gynecologic Radium Treatment. A. Verhagen. Strahlen- 
therapie 99:442-447 (No. 3) 1956 (In German) [Munich, 
Germany. ] 


Since the bladder and rectum are readily damaged by irradi- 
ation during the treatment of malignant tumors of the female 
genitalia, particularly of carcinoma of the uterine cervix, efforts 
are being made to reduce the dose of irradiation reaching the 
bladder and rectum. At the women’s clinic of the City Hospital 
of Essen, Germany, the procedure used for this purpose con- 
sists of packing the vagina with a 5-to-10-meter length of 
gauze. The aim is to accomplish a tight tamponade of the 
entire vagina so that the uterus and with it its radium insertions 
are lifted out of the pelvis as far as possible. It was found that 
considerable elevation of the uterus wpward and backward 
results if this method is used. It proved impossible, however, 
to elevate it into the center of the pelvis. For the period that 
the radium 1s in situ, a ureteral catheter is inserted and the 
rectum is evacuated with the aid of several enemas. Before and 
after insertion of the radium applicator antibiotics are given. 
Ray-dosage measurements revealed that with adequate packing 
of the vagina the dosage reaching the bladder was greatly 
reduced, and that reaching the rectum was reduced in most 
patients during the 20 to 28 hours the radium applicator was 
in the organ. 


PHYSIOLOGY 


Effects of Feeding Different Fats on Serum-Cholesterol Level. 
B. Bronte-Stewart, A. Antonis, L. Eales and J. F. Brock. Lancet 
1:521-526 ( April 28) 1956 [London, England]. 


A survey of the multiracial community residing in the Cape 
Peninsula, South Africa, revealed that the widely differing in- 
terracial incidence of coronary heart disease was associated 
with a parallel difference in the mean serum cholesterol levels. 
Within each racial group the serum cholesterol level was high- 
est in those on the highest economic plane and bore a parallel 
relationship to the intake of foods rich in fat of animal origin. 
To confirm the findings of this survey, the authors fed several 
different fats and oils to volunteers under controlled conditions 
and studied the effect on the serum cholesterol levels. In 
quantitatively equivalent amounts animal fats in the form of 
butter, beef dripping, beef muscle, and eggs caused a rise in 
serum cholesterol levels. Marine animal oils had the reverse 
effect on the serum cholesterol levels either when fed alone 
after a fat-poor diet or with eggs. Olive oil and peanut oil did 
not raise the serum cholesterol levels. Peanut oil fed as the 
hardened or hydrogenated form, however, behaved differently 
from the natural oil. This was regarded as a significant find- 
ing because one of the changes consequent on hydrogenation 
of oils is the destruction of the highly unsaturated fatty acids 
in their conversion to more saturated fatty acids. Sunflower-seed 
oil and a segregated, highly unsaturated fatty acid fraction from 
pilchard (fish) oil consistently depressed the serum cholesterol 
levels when fed alone, with a supplement of cholesterol, or 
with one of animal fat. 


The authors believe that the type of fatty acid in the fat is 
the decisive factor; that is, a possible common difference be- 
tween animal fats and hydrogenated vegetable fat on the one 
hand and natural vegetable oils and marine oils on the other 
is not the cholesterol, sitosterol, vitamin, or protein content 
but is in some way connected with the proportion of highly 
unsaturated and saturated fatty acids in the fat. It is suggested 
that certain discrepancies in the dietary-fat theory of the 
etiology of coronary heart disease may be explained by varia- 
tions in the nature of the fatty acid composition of the fats. 
The diet of the fat-eating Eskimo consists predominantly of seal, 
fish, and other marine animals—an intake of fat characterized 
by a high content of unsaturated fatty acids. Fish is a major 
factor in the diet of the Japanese, who have one of the lowest 
death rates from coronary heart disease in the world. Coronary 
heart disease is not prevalent in the olive-oil-eating Latin 
peoples or in primitive communities such as some in Africa and 
China, where maize, soybean, and sunflower seed allow the 
amount of unsaturated fatty acid to exceed that of saturated fatty 
acid in the diet. 


The Relationship Between Anxiety and the Level of Peripheral 
Vasomotor Activity: An Experimental Study. B. Ackner. J. Psy- 
chosom. Res. 1:21-48 ( Feb.) 1956 [New York]. 


The quantitative study of the relationship of emotional dis- 
turbance to peripheral circulatory changes is rendered difficult 
by factors many of which are common to all attempts to corre- 
late mental states with bodily change. These include difficulty 
in evaluating emotions and in the experimental reproduction of 
comparable emotional states. The complexity of circulatory 
physiology is such that attempts must be made to hold many 
of the important factors constant, and this tends to limit the 
scope of the investigation into emotional factors. A previous 
examination of the techniques available for the study of 
peripheral vasomotor activity revealed that, for use with emo- 
tionally disturbed subjects, finger plethysmography offered the 
most satisfactory compromise between simplicity of application 
and reliability of method. Earlier studies had shown some re- 
lationship between the size of the finger plethysmographic pulse 
volume and the emotional state of the subject. It was consid- 
ered that the release of emotional vasoconstriction under con- 
ditions of induced mental relaxation might reveal differences 
between emotionally disturbed and relaxed subjects. The fol- 
lowing hypothesis was subjected to experimental investigation: 
Under suitable testing conditions, sleep induced by secobarbital 
in the morning should result in an increase in the finger 
plethysmographic pulse volume in manifestly anxious subjects 
but little or no change in subjects who are relaxed. 

Three groups of subjects were used. One group contained 
patients who complained of anxiety symptoms and were mani- 
festly anxious. Another group was composed of psychiatric 
patients not subject to anxiety symptoms. The third group 
contained control subjects. The experimental findings revealed 
that the three groups differed significantly both in the size of 
the pulse volume during the resting state and in the increase 
in pulse volume occurring during induced sleep. The marked 
pulse-volume increase during induced sleep occurring in the 
group with symptoms of anxiety distinguished these subjects 
trom those of the other two groups. The original hypothesis 
was thus confirmed. Presumably, vasoconstriction of the skin 
vessels on an emotional basis is part of an alerting reaction to 
stress that probably diverts blood to areas becoming mobilized 
for offensive or defensive action. The mechanism of the sus- 
tained vasoconstriction in the patients with symptoms of anxiety 
is as yet not clear, An excess of circulating epinephrine does 
not appear to be an important factor, for under these circum- 
stances one would anticipate a raised pulse rate. In fact, the 
resting pulse rates of the group with anxiety did not differ 
significantly from those of the other two groups. Nor would an 
excess of arterenol appear to be a likely cause, for under these 
circumstances an increase in the blood pressure could be an- 
ticipated. The resting blood pressures of the patients with 
anxiety were only slightly in excess of those of the other two 
groups. Increased sympathetic activity along the vasomotor 
pathways would appear to be the most likely explanation. 
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BOOK REVIEWS 


Obstetric Practice. By Harold Speert, M.D., Associate in Obstetrics and 
Gynecology, Columbia University College of Physicians and Surgeons, and 
Alan F. Guttmacher, M.D., Director of Department of Obstetrics and 
Gynecology, Mount Sinai Hospital, New York. Handbooks for General 
Practitioner. Cloth. $7. Pp. 478. Landsberger Medical Books, Inc.; dis- 
tributed by Blakiston Division, McGraw-Hill Book Company. Inc., 330 
W. 42nd St., New York 36, 1956. 


This new book is one of a series of handbooks designed pri- 
marily for the general practitioner. Its purpose is to provide a 
ready reference source for the problems encountered in normal 
and abnormal obstetrics, including a discussion of the premature 
baby and the postpuerperal survey. Factual data have been 
culled from the voluminous literature and the authors’ clinical 
experiences and have been presented in a terse and readable 
manner. Thus, the discussions of normal human reproduction 
and its complications have the advantages of brevity and the 
modern viewpoint without the extraneous material found in 
many standard textbooks. An interesting feature is the presenta- 
tion of fundamental knowledge whenever possible to help pro- 
vide a rational approach to clinical thinking. The role of the 
general practitioner has been forgotten in some of the dis- 
cussions on clinical complications. The use of an intravenous 
drip of oxytocin in the induction of labor for the convenience of 
the patient or the physician and for the stimulation of uterine 
activity in prolonged labor is certainly a questionable procedure 
in general practice. The use of consultants, where available, in 
the management of obstetric problems should be encouraged. 
Such minor criticisms do not detract from the value of this ex- 
cellent handbook, which can be recommended to anyone who is 
interested in obstetrics. This small book is devoid of illustrations 
and bibliography, but it is well indexed for ready reference. 


Arthroplasty. By St. J. D. Buxton, M.B., B.S., F.R.C.S., Consulting 
Orthopaedic Surgeon to King’s College Hospital, London. Cloth. $6. Pp. 
126, with 43 illustrations. J. B. Lippincott Company, 227-231 S. Sixth St., 
Philadelphia 5; 2083 Guy St., Montreal, Canada; Sir Isaac Pitman & Sons, 
Ltd., 39 Parker St., Kingsway, London, W.C.2, England, 1955. 


This compact, small-sized book is easily read. The early part 
of the book giving the historical background of arthroplasty in 
general is most interesting. The major part of the book, how- 
ever, is devoted to a plea for the use of the Judet acrylic 
prosthesis in hip disease, and, therefore, it would seem that this 
hook should have been entitled “Experience with the Judet 
Prosthesis.” If one read this book alone, a wrong impression 
might be gained, for mention of other types of hip prostheses 
is minimal or lacking. The current trend, however, is away from 
the Judet prosthesis. At present, more metallic prostheses are 
being used. The author shows some of the complications of the 
Judet procedure and photographs and drawings of broken 
prostheses. He is to be commended for showing these poor re- 
sults. As a monograph on the use of the Judet prosthesis, the 
book is interesting but is not inclusive enough to warrant its 
being suggested as required reading to medical students or the 
house staff of a hospital. 


Your Baby's Care: The First Month, A Step-by-Step Procedure for 
Inexperienced Mothers. By Ann Anderson, L.P.N. Edited by Aileen Hurley. 
Paper, loose-leaf, $2, Pp. 118, with illustrations by Betty Wagner Lambdin. 
The author, 5830 S. Harper Ave., Chicago 37, 1956. 


This manual for the uninitiated mother, written by a prac- 
tical nurse with 10 years’ experience, contains many practical 
suggestions. The new mother, however, would probably be 
overwhelmed by the apparent complexity of simple procedures. 
Many commercial products are recommended for no reason 
other than that the author has used them. The author invades 
the field of pediatrics with advice with which many pediatri- 
cians would not agree. This book adds little to the already 
voluminous lay literature available on infant care. 


These book reviews have been prepared by competent authorities but 
do not represent the opinions of any medical or other organization unless 
specifically so stated. 


Clinical Electrocardiography. Part I: The Arrhythmias with an Atlas of 
Electrocardiograms. By Louis N. Katz, A.B., M.A., M.D., Director, Cardio- 
vascular Department, Michael Reese Hospital, Chicago, and Alfred Pick, 
M.D., Physician-in-Charge of Heart Station and Research Associate, Cardio- 
vascular Department, Michael Reese Hospital. Cloth. $17.50. Pp. 737, with 
415 illustrations. Lea & Febiger, 600 Washington Sq., Philadelphia 6, 1956. 


In 1941, Dr. Katz published a book on electrocardiography, 
which went into the second edition in 1946, Because there has 
been much new material in the past 10 years, the present 
authors decided to publish the new book in two volumes. The 
second volume will bear the subtitle “Electrocardiographic 
Contours.” This decision appears to be a wise one, because the 
authors have written an excellent treatise on the arrhythmias 
from the physiological point of view. In a consideration of 
mechanisms involved, the authors give precedence to their own 
views, which are sometimes contrary to those generally ac- 
cepted. Since each chapter ends with a good bibliography, the 
reader can refer to the original sources in order to form his own 
opinion on controversial items. The book is well illustrated with 
diagrams, photographs, and electrocardiograms. In many in- 
stances the electrocardiograms are accompanied by the case re- 
port, so that there is an excellent correlation of physiological and 
clinical material. This is one of the best books on cardiac 
arrhythmias since Sir Thomas Lewis’ classic “Mechanism and 
Graphic Registration of the Heart Beat.” The authors have fol- 
lowed the Lewis tradition in presenting their material. This 
volume is an excellent reference book for the internist and 
cardiologist. 


Subphrenic Abscess. By H. R. S. Harley, M.S., F.R.C.S., Consultant 
Thoracic Surgeon to United Cardiff Hospitals, Cardiff, Wales. Publication 
number 255, American Lecture Series, monograph in Bannerstone Division 
of American Lectures in Surgery. Edited by Michael E. De Bakey, M.D., 
Professor of Surgery and Chairman of Department of Surgery, Baylor 
University College of Medicine, Houston, Texas, and R. Glen Spurling, 
M.D., Clinical Professor of Surgery, University of Louisville, Louisville, 
Ky. Thoracic Surgery Division: editor, Brian Blades, M.D., Professor of 
Surgery, George Washington University, Washington, D. C. Cloth. $7. Pp. 
216, with 35 illustrations. Charles C Thomas, Publisher, 301-327 E. 
Lawrence Ave., Springfield, U.; Blackwell Scientific Publications, Ltd., 
24-25 Broad St., Oxford, England; Ryerson Press, 299 Queen St., W., 
Toronto 2B, Canada, 1955. 


This detailed review of subphrenic abscesses is the most com- 
plete work since the classic writings of Barnard and Ochsner. 
The early statistical chapters are dry, but the later clinical 
chapters are of great interest and fulfill the author’s object in 
stressing the need for early and accurate diagnosis and the 
manner whereby it may reduce the still heavy mortality. Mr. 
Harley produces a clear and decisive argument that demon- 
strates the hazards and condemns the use of any transserous 
approach to the abscess cavity. It is a book with which all 
general surgeons should be acquainted, since it serves as a 
compact and ready reference. Unfortunately there is no index 
and the excellent radiographic photographs are all grouped to- 
gether instead of being interspersed throughout the text, where 
they would have been more readily available. 


Modern Methods of Feeding in Infancy and Childhood. By Donald 
Paterson, B.A., M.D., F.R.C.P., Consulting Physician to Westminster Hos- 
pital, London, and George H. Newns, M.D., F.R.C.P., Physician to Hos- 
pital for Sick Children, Great Ormond Street, London. Tenth edition. Cloth. 
15/-. Pp. 188, with 15 illustrations. Constable & Company, Ltd., 10 
Orange St., London W.C.2, England, 1955. 


In this new edition, additions have been made in the chapter 
dealing with diets for sick children. Technical data concerning 
vitamin supplements and the composition of certain proprietary 
foods are included. In view of current trends, overemphasis is 
given to the various aspects of breast feeding. The book is de- 
signed for distribution in England and the British possessions 
anid therefore many of the articles of food listed among the diets 
for both sick and well children are unfamiliar and not available 
for American consumption. The format of the publication is 
pleasing, and the printing, excellent. Acknowledgements are 
made in the footnotes to various authors, but most of the foot- 
notes are to material published between 1944 and 1953. 


‘ 


J.A.M.A., July 21, 1956 


QUERIES AND MINOR NOTES 


MANAGEMENT OF SHOCK PHASE OF BURNS 

To tHe Eprror:—I would like to know the dosage and amount 
of electrolytes given in burn cases, what fluids are given, 
and in what amounts these fluids are given. Is there a quick 
way to calculate burn areas? How much potassium is given, 
and what is a safe dose? M.D., Massachusetts. 


ANSwer.—A generally satisfactory scheme according to Evans 
and others for managing the shock phase of burns (Ann. Surg. 
135:804, 1952) is to base the fluid dosage on body weight and 
percentage of body surface burned. The formula is as follows: 
(1) 1 ce. of isotonic sodium chloride—sodium bicarbonate solu- 
tion per kilogram of body weight for each per cent of body 
surface burned; (2) between 0.5 and 1 cc. of blood, plasma, 
or plasma expander per kilogram of body weight for each per 
cent of body surface burned; and (3) 2,000 cc. of water (as 
5% dextrose, if given intravenously). This prescription is a 
guide to the requirements for the first 24 hours following burn- 
ing; half of the entire amount should be given in the initial 6 
hours, since the majority of the fluid loss occurs rapidly. If 
there is a possibility of burn injury to the lungs, the volumes 
should be reduced. If the burn involves over 50% of the body 
surface, it should only be calculated as a 50% burn. The most 
generally useful guide to both rate and total volume of fluid 
therapy is the flow of urine, which should be about 35 to 50 
cc., best judged by an indwelling catherer and hourly meas- 
urements. A common and serious error in fluid management 
is to give salty fluids after the second postburn day; pulmonary 
edema and death are readily achieved, because the patient's 
kidneys must cope with fluids being resorbed from the burn 
edema in addition to the gratuitous load imposed by the phy- 
sician. The easiest way to estimate the surface area burned 
is first to segment the body employing “rule of nines” and then 
to visually judge the extent of burn in each segment. In adults, 
each upper limb and the head-neck region represent 9% of the 
body surface; each lower limb, the front of the trunk, and the 
back of the trunk represent 18% of the body surface. In in- 
fants, the head is relatively larger and the legs smaller. Potas- 
sium is not administered to burned patients. Considerable 
potassium is released from the burned tissues and erythrocytes, 
according to Henry and Amspacher (Surgery 36 : 740, 1954). 
Particularly if there is an acute renal insufficiency as the result 
of burn shock, the administration of potassium might contribute 
to the patient’s death. When the patient commences to eat 
properly on the fifth or seventh day, he will receive sufficient 
potassium from his diet. 


MENSTRUATION FOLLOWING OVARIECTOMY 


To rue Eprror:—A 36-year-old woman had her tubes and 
ovaries removed at the age of 28 because of the extensive 
infection in them. Since that time the patient has menstru- 
ated every month regularly. The uterus is of normal size. 
Does this stimulus for menstruation arise from the pituitary 
and adrenals or from some aberrant ovarian cell rests? 


M.D., Ohio. 


ANSWER.—There is not much question that in this case 
ovarian tissue was left behind in the first operation. This is not 
uncommon when the adhesions are dense, as in inflammatory 
disease. A piece of the wall of the cystic ovary is all that is 
needed if it remains viable, and it frequently does. Many pa- 
tients have residual irregular so-called functional uterine bleed- 
ing after operation. Where it is necessary to remove the tubes, 
the uterus should also be removed to prevent future irregular 
bleeding and to remove the common sources of cancer in wom- 


The answers here published have been prepared by competent authori- 
ties. They do not, however, represent the opinions of any medical or other 
organization unless specifically so stated in the reply. Anonymous com- 
munications and queries on postal cards cannot be answered. Every letter 
must contain the writer’s name and address, but these will be omitted on 
request. 


en, The uterus is of no value except for reproduction. No other 
source of complete ovarian hormone estrogen and progesterone 
exists that would reproduce regular menstrual periods. Other 
sources of hormone usually produce an irregular type of 
bleeding. 


HERPES GESTATIONIS 


To rue Eprror:—A mother had severe herpes gestationis at 
the beginning of the fourth month of pregnancy. Sulfa- 
pyridine was used at beginning of treatment without relief. 
Hydrocortisone, 20 mg. every eight hours, gave relief, with 
clearing of herpes until delivery. After delivery, herpes re- 
curred, with large bullz (2.5 to 3 in.) on the face, breasts, 
back, and arms. Dosage of hydrocortisone was increased 
to 30 mg. every eight hours but did not appear to give re- 
lief. Prednisolone (Sterane) was substituted for hydrocor- 
tisone. The rash has subsided on therapy with 10 mg. of 
prednisolone every eight hours. The baby was born at term 
on Jan. 11, 1956, with two bullae on the scalp at time of 
delivery. Thirty-six hours after delivery, herpes developed 
over most of its body. The mother had been on hydrocor- 
tisone therapy since the fourth month of pregnancy. Did 
the increase in the baby’s rash 36 hours after delivery re- 
sult from withdrawal of hydrocortisone by delivery? I have 
been unable to find any reference to the use of corticotropin 
or hydrocortisone in newborn infants. To establish some 
balance between atrophy and overstimulation of the adrenal 
glands, therapy was begun with 10 units of corticotropin 
and 4 mg. of prednisolone given on alternate days. The 
rash is controlled and the skin clear. Any attempt to cut 
dosage in either mother or infant causes recurrence of the 
rash. What dangers may be expected from this therapy? 
How long may therapy have to be continued? Should the 
dosage of corticotropin or prednisolone be cut first, or both 
equally? Is there a safer therapy? 


F. M. Buckingham, M.D., Tidioute, Pa. 


Answer.—Herpes gestationis is considered to be identical 
with or a variant of dermatitis herpetiformis. It is a rare 
disorder, occurring once in about 4,500 pregnancies. Except 
in severe cases, the rash usually gradually disappears after 
delivery. The incidence of spontaneous abortions, stillbirths, 
and congenital anomalies is high, but the appearance of cu- 
taneous lesions in the newborn infant is exceptional and transi- 
tory. Exact knowledge of the effects on the fetus of the ad- 
ministration of corticotropin or cortisone to pregnant women 
is incomplete. In general, pituitary hormones traverse the 
placental barrier better than do the steroid hormones. Although 
evidence from human material is rather fragmentary and far 
from conclusive, there is reason to believe that neither cor- 
ticotropin nor cortisone exerts profound effects on the fetal 
and neonatal adrenal cortex. There is suggestive evidence 
that the former may cause slight and transitory stimulation, 
whereas the latter exerts essentially no effect. For a recent 
brief review of the subject see Davis and Plotz (Hormonal 
Interrelationships Between Maternal, Adrenal, Placental and 
Fetal Adrenal Functions, Obst. & Gynec. Surv. 11:1-43 [Feb.] 
1956). In normal newborn infants, the cord plasma concen- 
tration of compound F (hydrocortisone) approximates that 
of normal adults; within 24 to 48 hours this level falls pre- 
cipitously to extremely low values (Gardner, L.L: Adrenal 
Function in the Premature and Newborn, Pediatrics 17:414- 
417 [March] 1956). This abrupt and early change may well 
have influenced the exacerbation of the rash at 36 hours of 
age in the case under discussion. The use of corticotropin 
and prednisolone on alternate days as described is somewhat 
unorthodox, although the doses mentioned are reasonable. It 
is suggested that prednisolone be given daily and that its use 

combined with (“tandem effect”) either sulfapyridine or 
progesterone (Keaty, C.; Jones, P.E., and Lamb, J.H.: A.M.A. 
Arch. Dermat. & Syph. 63:675-686 [June] 1951). Sulfoxone 
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(Diasone ), nicotinic acid, or beta-pyridyl carbinol (Roniacol ) 
may also be tried. Regarding the method of discontinuation 
of corticotropin and prednisolone, it is generally considered 
advisable to reduce and eliminate steroids before corticotropin. 


CLIMATE AND CORONARY DISEASE 


To THe Eprron:—What places in the United States are best 
suited climatically for a person with coronary heart disease? 
I am especially interested in knowing where optimum year- 
round weather conditions prevail and where a person could 
retire permanently in an environment most favorable to 
such a cardiac condition. M.D., New Jersey. 


This inquiry was referred to two consultants, whose respec- 
tive replies follow.—Eb. 


Answer.—There is a wide divergence of opinion as to the 
best places climatically for patients with coronary heart dis- 
ease. In general, those places are best that are not high above 
sea level, that have mild and not humid climate, that do not 
demand expensive living, and especially that make the patient 
happy and contented. There is certainly no one place that 
has a monopoly. As much depends on the patient's likes or 
dislikes as on the climate itself. 


Answer.—It is impossible to make a general statement as 
to where a specific patient with coronary artery disease will 
have the best outlook from the viewpoint of comfort and 
longevity. Some do well in a warm climate, even though the 
air is humid. For others, high humidity is not well tolerated. 
Some prefer a dry climate, even with altitude up to a mile. 
Others are dyspneic and uncomfortable in a high altitude. 
The Deep South is too warm in the summer—the North too 
cold in the winter. For most patients a moderately warm 
climate without excessive heat or humidity seems best for 
year-round living. It has the advantage of permitting the 
patient to be out-of-doors a large portion of the year. It is 
usually wise for the patient to try several areas before settling 
down on a permanent basis. For those able to arrange it, the 
South in the winter and the North in the summer affords an 
ideal combination. There are many factors to be considerea 
beside climate. It is most essential for the patient to be re- 
laxed and happy in his environment, and it should offer him 
some constructive outlets for the use of his time. It should 
not be forgotten that many thousands of patients with this 
condition make good adjustments in their own home areas, 
even though the climate is not ideal, and live happily for 
many years. They prefer life near their families, old friends, 
and familiar surroundings to the risk of isolation, loneliness, 
and possible depression. All such considerations should be 
fully discussed with the patient. 


SCHIZOPHRENIA 


To THE Eprror:—A 34-year-old woman has had schizophrenia 
since 1939. Although she was in a psychiatric institution 
and had insulin treatments, electroshock therapy, and _pre- 
frontal lobotomy, her condition did not change. In a stereo- 
gram of the skull, the sella turcica shows mineralization. 
Does this mineralization have any pathological significance? 
Is there any drug other than thorazine for use in schizo- 
phrenia? According to some French psychiatrists there are 
some endocrine changes in schizophrenia. What is your 


opinion? M.D., New York. 


ANswenr.--Slight calcification of the pituitary gland may have 
no clinical significance. On the other hand, calcification of 
the pituitary gland may be an etiological factor in Simmond’s 
disease. In this condition, which may occur in young adults 
in their 30’s, there is a gradual loss of function of the anterior 
lobe of the pituitary gland, which leads to profound and pro- 
gressive cachexia and death. Premature senility is often a 
characteristic symptom. In answer to the query on use of drugs 
in schizophrenia, reserpine and other Rauwolfia derivatives are 
also used. Endocrine changes are not infrequently present in 
schizophrenia. These changes may involve a single gland or 
they may be of pluriglandular origin. However, even when 
present, they do not answer unequivocally the question of a 
cause and effect relationship because, despite the fact that 
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much research has been done on the etiology of schizophrenia, 
no one particular factor or set of factors has as yet been found 
to cause this condition. Schizophrenia is being recognized 
more and more as a diagnostic classification that encompasses 
a wide range of basically related forms of behavier. The range 
has become even wider by the introduction of the concept of 
the nonpsychotic and prepsychotic schizoid personality. Like 
epilepsy, it is questionable whether we are dealing with a 
unitary disease. For this reason, Bleuler suggested the use of 
the plural form, schizophrenias, similar to the use of the term 
“the epilepsies.” Rinkel and others ( Dis. Nerv. System 15:259- 
264 [Sept.] 1954) has shown a close relation between neuro- 
hormones and psychoses. Hoffer and his co-workers (J. Ment. 
Sc. 100:29-45 [Jan.] 1954) have suggested that an abnormal 
metabolic product of epinephrine may be the cause of schizo- 
phrenia. Irrespective of the validity of these findings, and 
because of the vagueness of the condition, endocrine therapy 
should be used in cases of schizophrenia where specific clinical 
symptoms of endocrine dysfunction are present. Two new drugs, 
Frenquel and Sparine, have recently been introduced for the 
treatment of schizophrenia. 


THE MASTER TWO-STEP TEST 


To THe Eprror:—What is the significance, following the usual 
Master two-step test, of the following changes: inversion of 
the P wave with no significant variation of the P-Q interval 
in all leads (these reverted to normal after an adequate period 
of rest) and the temporary occurrence of right bundle-branch 
conduction defects and/or the occurrence of a left bundle- 
branch conduction defect? In an adult without symptoms of 
coronary insufficiency would any of these be considered as 
tentative or positive evidence of coronary or myocardial 
disease? What significance would be attached to an increase 
of the P-R interval after exercise or a complete block? 


M.D., Washington. 


Answer.—Inversion of the P wave is of no significance in 
itself. The same answer is appropriate for the temporary appear- 
ance of right bundle-branch and even often a left bundle-branch 
block. These abnormalities are apt to appear in those who ex- 
perienced these transient electrocardiographic changes. The lat- 
ter often become permanent. The significance of these QRS con- 
duction defects after the Master two-step test is merely that of 
the entire clinical picture. These have been seen as functional 
events and also in people with coronary artery disease. An 
insurance company medical director would probably consider 
it as evidence of organic heart disease, but in a Master test it 
should carry little weight in itself. Both an increase and a de- 
crease in the P-R interval may be seen after exercise, usually in 
people who have some slight P-R interval abnormality in the 
control electrocardiogram. The importance is to be evaluated 
only in the light of the clinical findings, but in general the 
appearance of a definitely prolonged P-R interval or of a com- 
plete heart block should be considered abnormal. 


PEELING OF NAILS 


To rue Eprror:—I would appreciate information on softening 
and peeling of nails that is not necessarily associated with 
longitudinal cracking. Is this a vitamin or mineral deficiency 


syndrome? R. J. Kent, M.D., Savannah, N. Y. 


Answer.—Peeling of the nails, especially in younger people— 
so-called multiple lamination or onychoschizia of the tips—is 
oftentimes associated with secondary anemia, particularly iron 
deficiency. Peeling in older people is sometimes associated with 
nutritional deficiences, as for example the lack of normal metab- 
olism of vitamins A and D. Occasionally, it will be found to be 
a manifestation of sensitivity to certain preparations, such as 
detergents. However, when local irritation has been ruled out, 
the systemic conditions described above must be considered in 
the treatment of this syndrome. In repetition, one might say 
that peeling of the nails is associated with vitamin A and D 
and calcium deficiency or perhaps not so much actual deficiency 
as the lack of proper metabolism of these substances, especially 
in older people. Occasionally one may find this abnormality in 
the hypothyroid person. 
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CANCER OF THYROID 

To THE Eprror:—In a 32-year-old woman with a history of 
node swelling in the right side of the neck for seven years, 
surgery reveals a small primary carcinoma of the right side 
of the thyroid giand, closely attached to the trachea and 
probably invading the latter. The pathologist reported al- 
veolar carcinoma with some papillary features and metastatic 
carcinoma in the lymph nodes. Is radical neck dissection 
indicated primarily, or is node excision preferable in view 
of the fact that the primary tumor could not be safely en- 
compassed by surgery? If after x-ray and radioactive iodine 
therapy a lymph node recurs on the same side, what type 
of surgery appears best? M.D., California. 


ANsweER.—There is a great difference between alveolar and 
papillary carcinoma of the thyroid as to prognosis and _ treat- 
ment. From the description given, the prognosis in this case 
is poor. Nevertheless, total thyroidectomy with excision of all 
tumor-bearing lymph nodes is indicated but not necessarily by 
radical neck dissection it there is good evidence that tumor 
has invaded the trachea. The surgery should be followed by 
irradiation as suggested. Local recurrence should be treated 
by local excision. If the tumor in question were papillary ade- 
nocarcinoma, the picture would be different. Invasion of the 
trachea would be unlikely; the prognosis would be much more 
favorable; the surgery could be limited to thyroid lobectomy, 
plus local excision of involved lymph nodes; and _ irradiation 
by x-ray or radioactive iodine would not be indicated. 


OBSTRUCTION OF NOSE AT NIGHT 


To tHe Eprror:—I would like advice about relief from obstruc- 
tion of the nose. Some call it allergy; others call it vasomotor 
rhinitis. Gravity plays an important part because I am only 
troubled at night when I lie down. Breathing space is 
adequate during the day. I awake in the morning with a 
headache and infection. Desensitization shots have given no 
relief, but oil injections of the inferior turbinates gave relief 
for five months, What is the opinion on shrinking the turbi- 
nates permanently with submucous electrocoagulation? 

M.D., Illinois. 


Answer.—The inquirer does not state his age, which would 
be of some interest, since the condition described is not un- 
common in elderly individuals with reduced vascular or muscle 
tonus. The venous lakes of the turbinates actually become 
engorged in a variety of conditions, and the resulting aasal 
congestion is often seen in those whose physical activity has 
been reduced by illness or restriction, in metabolic or en- 
docrine disturbances, in infectious or allergic states, or simply 
as a result of an overheated and underhumidified dwelling. If 
specific etiological factors can be excluded, the term vasomotor 
rhinitis is probably applicable to this particular situation and 
either submucous electrocoagulation of the inferior turbinates 
or actual submucous resection of these structures would be 
worth a trial. Any cauterizing measures resulting in damage to 
the ciliated respiratory epithelium should be avoided. 


DICUMAROL THERAPY 
To tHe Eprror:—1 am interested in Dicumarol therapy but 
have been unable to explain the mechanism by which hemor- 
rhage is produced by overdoses of this drug and by heparin. 
I am aware that the prothrombin level is greatly reduced, but 
why this produces hemorrhage is not clear. 
F. C. Hodges, M.D., Huntington, W. Va. 


Answer.—Bishydroxycoumarin (Dicumarol) and _ related 
drugs decrease prothrombin levels and, probably more impor- 
tantly, decrease the amount of serum accelerator (factor 7). 
Heparin slows the reaction between thrombin and fibrinogen. 
It is doubtful whether the direct vascular effects of bishydroxy- 
coumarin seen in animal toxicity studies are important. The 
anticoagulant drugs can be used in amounts sufficient to alter 
the intravascular clotting tendency without leading to hemor- 
rhage from an intact vascular system. Even after excessive 
doses of anticoagulants, hemorrhage usually appears in areas 
subject to trauma or in areas of vascular disease. 


J.A.M.A., July 21, 1956 


WEIGHT GAIN DURING PREGNANCY 


To THe Eprror:—Please tell me the relation of low weight gain 
during pregnancy to the incidence of toxemia. There are 
many references to excessive weight gain, but are there any 
statistics about the reverse situation? I have heard that if 
total weight gain is held to less than 5 lb. (2.7 kg.), even in 
the obese patient, the incidence of toxemia increases. 


H. M. Tardif, M.D., Springfield, Ohio. 


Answer.—It has been the experience of most obstetricians 
that a weight gain of 8 or 9 kg. (18-20 Ib.) above the ideal 
weight of the patient results in the lowest incidence of toxemia. 
Alexander and Downs (Am. J. Obst. & Gynec. 66:1161-1167 
[Dec.] 1953) found that a group of women who were markedly 
underweight at the onset of pregnancy had twice the incidence 
of toxemia as women of normal weight. Tompkins and Wiehl 
(Am, J. Obst. & Gynec. 62:898-919 [Oct.] 1951) reported that 
an approximately normal weight gain in the first trimester of 
pregnancy will reduce the hazard of toxemia. Dieckmann (un- 
published data) feels that a weight gain of less than 5 Ib. will 
not increase the incidence of toxemia. In a recent small sam- 
pling of his data, women who gained from 0 to 3.9 kg. (0 to 
8.5 lb.) had an incidence of toxemia of 4.6% as compared to 
5.7% in a group who gained 8 to 10 kg. (18 to 22 lb.). 


PAIN WITH UNDESCENDED TESTIS 


To THe Eprror:—A 41-year-old man, with an undescended left 
testis located intra-abdominally, on several occasions has had 
severe pain in the left lower quadrant near the ligamentum 
inguinale (Poupart’s ligament). He is aware of the higher 
incidence of cancer in undescended testes. Should I advise 
removal of the testis? B. J. Haines, M.D., Cadott, Wis. 


Answer.—Although no mention is made as to whether this 
patient has a hernia in conjunction with the undescended 
testis, one would suspect that this might he the cause of the 
pain of which the patient complains. The possibility of torsion 
of the testis or an acute inflammatory episode such as epididy- 
mitis should also be considered. The presence of symptoms 
plus the patient’s mental attitude toward the possibility of 
cancer would make orchidectomy advisable if the testis cannot 
be easily brought down into the scrotum. Although the inci- 
dence of carcinoma has not been definitely proved to be related 
to the presence of an undescended testis, there is enough evi- 
dence to make one advise orchidectomy in any patient who has 
definite symptomatology. 


POISON IVY PROPHYLAXIS 
To THE Eprror:—Is there a prophylactic treatment for ivy 
poisoning? M.D., Pennsylvania. 


ANSWER.—At present, the only potentially effective means of 
poison ivy prophylaxis is the oral ingestion of large amounts of 
the crude oleoresin. Months of administration are required, be- 
ginning with small concentrations and increasing these gradu- 
ally until concentrated solutions are being taken daily. The 
Graham Laboratories in Texas make a reliable preparation for 
oral use and furnish detailed directions for hyposensitization. 
As yet the use of a pure antigen, pentadecylcatechol, has not 
reached the commercial stage. When available, this material 
will be administered intramuscularly at weekly intervals over 
a period of several months. 


“GAS” FOLLOWING INGESTION OF BAKED BEANS 
To THe Eprror:—What is the cause or reason for “gas” after 
ingestion of baked beans, and what can be used to avoid the 


J 
usual reaction: M.D., Pennsylvania. 


ANSWER.—The question concerning gas caused by eating 
baked beans undoubtedly refers to gas developing from Boston 
baked beans, which are prepared with pork. During the baking, 
the fat from the pork is absorbed by the beans. This type of 
food, where fat is absorbed in the cooking process, causes dis- 
turbed digestion with spasm and gas distention proximal to the 
spasm. The best medication for avoiding this reaction is the use 
of an antispasmodic drug after the ingestion of this food. 
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